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AURICULAR FIBRILLATION 
FREDERICK Troz, M. D. 
CHICAGO 

Among the many achievements of this progres- 
sive period not a few belong to medicine and 
surgery with their allied branches. Surgery can, 
and does, justly claim a fair proportion but medi- 
cine, including the marvelous advances made in 
diagnosis and therapy, is only coming into its 
own. At this time it is not even safe to predict 
what the future may develop. In no department 
of medicine or surgery has greater progress been 
made than in the study of cardiovascular dis- 
orders. For a full appreciation of this subject, 
it becomes necessary to review briefly some of the 
new knowledge in reference to the anatomy and 
physiology of the heart. Much of this has re- 
sulted from experimental research and the em- 
ployment of instruments of precision. The pre- 
vious imperfect, unsatisfactory methods of in- 
spection and palpation have been replaced by 
graphically recording and measuring the various 
changes. The numerous and various instruments 
devised for this purpose may be plaeed in two 
groups. 

1. Those concerned in the study of the peri- 
pheral circulation, as the sphygmograph, sphyg- 
momanometer, venous blood-pressure instru- 
ments, plethysphygmograph, tachograph and 
sphygmobolometer. 

2. Those employed to determine and register 
the successive changes within the heart, as the 
polygraph, cardiosphygmograph, sphygmotono- 
graph and electrocardiograph. 

All of these have been of service but the great- 
est assistance has been obtained from the poly- 
graph and electrocardiograph, particularly in 
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reference to the determination of the arrhyth- 
mias. 

Some form of the neurogenic view, as the 
cause of the heart beat, held full sway until Gas- 
kell, in 1881, advanced his myogenic theory, 
which was supported by Engelmann and others. 
The failure to demonstrate any muscular union 
between the auricles and ventricles was a se- 
rious objection, until His Jr., described the 
missing link, known as the bundle of His or the 
auriclo-ventricular bundle. Tawara has studied 
the histologic structure of the bundle while 
Erlanger has determined its function experi- 
mentally. According to this theory the muscula- 
ture of the heart possesses certain inherent prop- 
erties, by which its function is maintained. Ac- 
cording to Gaskell and Engelmann, these are four 
in number, to which Mackenzie has added a fifth. 
They are: 1. Rhythmicity. 2. Excitability. 3. 
Conductivity. 4 Contractility. 5. Tonicity. 

In the cold-blooded heart, Erlanger has con- 
clusively demonstrated that the stimulus pro- 
duction occurs in the sinus venosus, which he 
designates as “the pace-maker of the heart.” The 
mammalian heart is devoid of a separate and dis- 
tinct sinus but is represented, near the junction 
of the superior and inferior venae cavae with the 
auricle, by evolutionary remains or rests, known 
as the sino-auricular node or the node of Keith 
and Flack. It is here that the stimulus produc- 
tion and rhythmicity occur, not as a vital but 
probably physico-chemical phenomenon as main- 
tained by Ringer, Howell, Loeb and others. With 
each rhythmical production and discharges of 
stimulus, the impulse is transmitted from the 
node of Keith and Flack to the auricle, passing 
over the bundle of His to the ventricles, calling 
into exercise the remaining cardinal properties 
of the heart muscle. It is the involvement of one 
or more of these cardinal properties which pro- 








duces many of the cardiac disturbances and to 
which the arrhythmias belong. 

In a study of this group of cases, the heart 
muscle possesses two peculiarities of considerable 
importance and influence. 

1. The “refactory phase” of Marey. After the 
exercise of the five cardinal properties, there is 
a period of complete exhaustion, during which 
time it is impossible to produce any response, no 
matter what the stimulus-may be. This phase 
occurs just before and for a short time following 
systole, while during diastole excitability, con- 
ductivity and contractility are gradually restored, 
at the same time the stimulus is reaccumulating. 
The more perfect the restoration with prolonged 
diastole, the smaller the amount of stimulus re- 
quired and the greater the resulting contraction. 

2. The “maximal contraction of Bowditch.” 
When the heart muscle contracts it does so to the 
full extent within its power at that particular 
moment. The amount of stimulus does not nec- 
essarily bear any definite relation to the size of 
the contraction. 

These preliminary considerations will facili- 
tate an understanding of that form of arrhythmia 
known as auricular paralysis, nodal rhythm, abso- 
lute irregularity, pulsus irregularis perpetuus, 
cardiac flutter, delirium cordis and auricular 
fibrillation. Some twenty-five years ago James 
Mackenzie undertook the study of the cardiac ir- 
regularities and conceived the idea of the poly- 
graph. Previous to this time the jugular pulse 
had been designated as either negative or posi- 
tive, while the latter was interpreted as due to 
and indicating a tricuspid insufficiency. He was 
soon able to demonstrate the charactertistics of a 
normal venous tracing, substituting the phrase 
auricular venous pulse for the term negative and 
also determined that the chief feature of a so- 
called positive venous pulse is not the systolic 
pulsation but the absence of the normal auricular 
wave. In contradistinction to the auricular he 
named this the ventricular type of a venous 
pulse. 

He obtained, from a patient with a mitral and 
tricuspid stenosis, a typical ventricular type of a 
venous pulse, when previously it had been auricu- 
lar. At the post-mortem the diagnosis was con- 
firmed ; the auricles enormously dilated and thin 
walled. The cause of the variation in the tracing 
was considered due to an auricular paralysis. In 
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subsequent observations, however, the auricles be- 
ing found hypertrophied led to the conclusion 
that the auricles and ventricles contracted simul- 
taneously, due to a stimulus from the auriculo- 
ventricular node, producing a nodal rhythm. 
Cushny was the first to suggest the possible clin- 
ical importance of auricular fibrillation. Later 
Cushny and Edmonds called attention to the 
similarity between the tracings obtained from a 
patient with paroxysmal irregularity and those 
obtained from a dog in which they had experi- 
mentally produced auricular fibrillation. Lewis 
was able to confirm these findings and contribute 
additional proof by means of the electrocardio- 
graph. The subsequent observations of Wencke- 
bach, Rothberger and Winterberg, Lewis, Hew- 
lett, Janouski, and many others, have placed 
auricular fibrillatien on a firm clinical basis, and 
Mackenzie now indicates by that term, the con- 
dition which he previously called nodal rhythm. 
Not only have these observations established the 
existence and highly important significance of a 
new syndrome or actual clinical entity, as Price 
believes it may be, but they also enable the 
clinician to recognize the condition with a cer- 
tainty and without difficulty. Only in exceptional 
instances is it now necessary to have graphic 
records, to make a diagnosis. 

Definition of auricular fibrillation: 

The term “fibrillation” is applied to a curious 
condition of the muscle fibres of the heart, where 
the individual fibres, in place of contracting in an 
orderly and simultaneous manner during systole, 
contract rapidly and independently of one an- 
other. ( Mackenzie.) 

The normal regular sinus stimulus is replaced 
by stimulus production in multiple auricular foci 
of the most irregular character; there is no regu- 
lar transmission to the ventricles, so their con- 
tractions and the resulting peripheral pulse be- 
come very irregular. 

Lewis describes the appearance of the auricle 
as follows: “When the auricle is caused to pass 
into fibrillation or delirium, the appearances are 
quite distinctive; the muscular walls are main- 
tained in a position of diastole; systole, either 
complete or partial, is never accomplished; the 
structure as a whole rests immobile; but close ob- 
servation of the muscle surface reveals its ex- 
treme and incessant activity; rapid and minute 
twitchings and undulatory movements are visible 
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over the whole.” The ventricles may develop a 
fibrillation but it is incompatible with life and 
probably is present in many cases of sudden 
death. 

Etiology. 1. Incidence. According to Lewis, 
‘auricular fibrillation occurs in 60 to 70 per cent 
of all cardiac failures, while Mackenzie holds 
that it comprises 70 to 80 per cent of the ar- 
rythmias. If this be true, its clinical significance 
is not easily overestimated. 

2. Pathology. The fundamental change is be- 
lieved to be a “functional fragmentation” of the 
auricular musculature, occurring independently 
or associated with other conditions, chiefly car- 
diac, cardio-arterio-renal and infective diseases. 
The chief pathologic finding, according to 
Radasewsky, is a widespread fibrosis most 
marked in the auricles. Mackenzie, Schénberg 
and Lewis found, in most cases, evidence of a 
chronic inflammatory process, invading a part or 
the entire myocardium. Fibrillation may be in- 
duced experimentally by producing an anemia of 
the auricle by means of a ligature or pressure. 
Fibrosis or a myocarditis may act in the same 
manner. 

In some cases of fibrillation, the microscope 
has revealed only a normal myocardium. When 
this occurs, it has been suggested, that increased 
intra-auricular pressure, or vaso-motor disturb- 
ances, constitutes the exciting factor. 

3. Age. Fibrillation has been observed be- 
tween the ages of 13 and 84. It occurs most fre- 
quently at two periods, during the decades be- 
tween 20 to 30 and from 50 to 60. The earlier 
period is characterized by the prevalence of a 
rheumatism or chorea; the later period by de- 
generative changes. 

4, Sex. The condition is far more frequent in 
the male, due to the higher percentage in the 
non-rheumatic cases. When a rheumatism is 
present there is but little difference. 

5. Associated conditions: 

a. The cardiac group includes the various 
simple and combined valvular lesions, various 
forms of myocarditis, degenerations of the 
myocardium, aortic aneurysms, acute and chronic 
pericarditis. Among the valvular lesions, fibrilla- 
tion occurs most frequently with mitral stenosis, 
comprising approximately 60 per cent. 

b. The cardio-arterio-renal group includes not 
only the valvular, myocardial and pericardial in- 
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volvements but also the different forms of kidney 
disease with or without arterial changes. 

c. Fibrillation has been found associated with 
certain infections as acute articular rheumatism, 
chorea, pneumonia, streptococcal endocarditis, 
syphilis, influenza and tuberculous pleurisy. Here 
as in the etiology of endocarditis acute articular 
rheumatism occupies the place of honor, being 
present in approximately 70 per cent. 

d. Other conditions, as emphysema, chronic 
bronchitis and chronic alcoholism have been ac- 
companied with fibrillation but were probably as- 
sociated with myocardial changes. 

Clinical recognition : 

Auricular fibrill&tion produces two distinct 
groups of functional disturbance; one due to the 
disturbed ventrécular action; the other to the 
practical paralysis of the auricle. 

In most instances the characteristic ventricular 
disturbance, as determined by the radial pulse, 
consists of an irregularity involving both the 
rhythm and the force, combined with an increase 
in rate. As determined by palpation, or better 
by a simple sphygmographic tracing, no two 
beats are exactly alike. The more rapid the rate 
the more pronounced the irregularity. Not in- 
frequently the ventricular rate exceeds that in 
the radial, due to imperfect ventricular contrac- 
tions. Occasionally the ventricular rate is de- 
creased, but is always accompanied by the char- 
acteristic irregularity. A slowing of the rate is 
probably due to changes in the auriculo-ventricu- 
lar bundle. It is not to be understood that every 
irregular pulse indicates fibrillation, for irregu- 
larity occurs in extra or premature systoles, par- 
tial heart block and other conditions. When 
doubt exists, a simple clinical test will suffice and 
aid in the differentiation. Accelerated ventricu- 
lar action, induced by physical exertion or rapid, 
deep breathing, increases the irregularity of 
fibrillation but abolishes it in other forms of ar- 
rhythmia. As the ventricular activity again as- 
sumes the former rate, the irregularity of fibrilla- 
tion becomes less but ificreases in the other con- 
ditions. There also exists a marked difference in 
the persistence of the irregularity; fibrillation 
produces a permanent absence of the fundamental 
rhythm, while in all other forms the disappear- 
ance is more or less transient. 

The auricular disturbances are more varied; 
consisting of changes in the venous pulse, as de- 
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termined by inspection or the polygraph, and the 
incoordinate action of the auricular fibres as man- 
ifest by the electrocardiograph. 

. 1. By inspection there is observed a distinct 
pulsation of the jugular, synchronous with the 
ventricular contraction. This pulsation is usually 
more pronounced when the rate is materially in- 
creased. 

2. The polygraphic evidence consists of the 
presence of a ventricular type of venous tracing. 
The normal @ wave is absent, due to a lack of 
auricular contraction. In many tracings, par- 
ticularly when the rate is slow, a distinct undu- 
lating character is present during the auricular 
or presphygmic period. 

3. The work of Lewis, Rothberger and Win- 
terberg with the electrocardiograph has con- 
clusively confirmed the polygraphic findings ; con- 
tributing direct evidence of the disturbed auricu- 
lar function. While the electrocardiograph has 
been of the greatest assistance in establishing the 
existence of fibrillation, it has not added any new 
facts and at present, like the polygraph, is no 
longer necessary, with certain exceptions, in mak- 
ing the diagnosis. The electrocardiogram in 
auricular fibrillation, presents definite changes, 
consisting of an absence of the P wave and the 
presence of a series of fine undulations during the 
auricular period. 

Associated with the signs as given, there are 
certain cardiac changes, more or less significant. 
These occur most frequently with mitral stenosis. 
When fibrillation develops, the usual presystolic 
murmur disappears and a murmur is heard fol- 
lowing the second sound; the early diastolic or 
true mitral diastolic. The presystolic fails on 
account of the lack of auricular contraction; the 
early diastolic is due chiefly to the negative intra- 
ventricular pressure produced during ventrictlar 
diastole. 

Prognosis. The immediate or ultimate out- 
come must, in part, depend on the associated 
lesion ; while the presence of a fibrillation always 
constitutes a serious, additional burden to the 
heart. Its appearance signifies the beginning of 
cardiac failure, which may be modified or de- 
ferred by appropriate treatment. The ventricular 
rate is the most valuable single factor in deter- 
mining the prognosis. A persistent rate of 120 or 
over is always more or less serious; when 140 or 
over, the duration of life can be estimated in 
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months; when 160 or over, life rarely continues 
longer than a few days or weeks. The most un- 
favorable prognosis occurs when the rate is ex- 
ceptionally rapid and the heart refuses to re- 
spond to treatment. 

Treatment. Few, if any, of the recent discov- 
eries in medicine or surgery will compare with 
the brilliant results obtained in the treatment of 
auricular fibrillation. Therapeutically the indi- 
cations consist in removing the cause or in al- 
leviating the symptoms. So far as is known, no 
drug has anv influence in preventing or checking 
fibrillation. Sometimes a sudden cessation oc- 
curs, but this may take place in complete absence 
of therapy. It is in the alleviation of the symp- 
toms and the control of the fibrillation where 
such success may be achieved. In no other car- 
diac disease or group of diseases is it possible to 
obtain such definite results or have more confi- 
dence in the treatment. Auricular fibrillation 
constitutes a distinct demand for the administra- 
tion of digitalis or some member of its group. 
Nearly all clinicians have observed the varying 
effects of digitalis; some attributing it to the 
drug, others to the form of the lesion. Wither- 
ing was the first, but scores of others since his 
time, have recorded the beneficial effects of 
digitalis in heart disease, particularly when the 
pulse was rapid and irregular. The cause of this 
variation was not known until recently. The ob- 
servations which have resulted in demonstrating 
the existence of auricular fibrillation, have also 
determined the fact that the beneficial influence 
and the reputation of digitalis are due to its ef- 
fect upon this condition. 

Cushny makes the following statements: “As 
regards the treatment of the condition, no dis- 
ease of the heart responds so satisfactorily to 
digitalis and its allies as auricular fibrillation. 
In fact, were it not for its almost specific action 
in fibrillation it may be questioned whether this 
series would enjoy the reputation it has in heart 
disease.” Digitalis produces its beneficial effect 
in fibrillation chiefly by its inhibitory influence 
on the vagus and by direct action on the 
myocardium ; decreasing the excitability and con- 
ductivity of the auriculo-ventricular bundle. It 
is in the rheumatic cases, with a normal bundle, 
that the best results occur. When the bundle is 


involved and a partial or complete heart-block is 
present, digitalis may even do harm. 
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As regards the amount of digitalis, Mackenzie 
favors the plan of Withering, in giving a suffi- 
cient quantity to cause a slight headache or even 
nausea and vomiting. When the full effect is 
once produced, the drug is then discontinued or 
given in sufficient amount to maintain a satisfac- 
tory rate. Some patients require the drug over 
periods of weeks or months, others only during 
the recurring attacks of cardiac failure. 

In conclusion, undoubtedly new facts will be 
added, but so far as our present knowledge is con- 
cerned, it is hoped that the foregoing description 
of auricular fibrillation is sufficiently clear to em- 
phasize its great clinical importance as well as 
the means of diagnosis and to assist in the treat- 
ment. 

31 N. STATE ST. 





FAILURES AND SUCCESSES IN DIAG- 
NOSIS AND SURGICAL INTERVEN- 
- TION OF SOME INTRACRANIAL 
DISEASES, ESPECIALLY FROM 
THE STANDPOINT OF AN 
OTO-LARYNGOLOGIST, 
WITH REPORT OF 
CASES* 


Joseru C. Beox, M. D. 
CHICAGO, ILLINOIS 


While the general impression prevails that 
brain surgery is a thankless field of our science, 
perusal of the literature indicates that the suc- 
cesses in operations on intracranial structures 
predominate. This may be due to the fact that 
successful operations are often reported, and fail- 
ures, for obvious reasons, are not. We are all 
aware that in both the diagnosis and treatment 
of intracranial diseases remarkable advances have 
been made during the past ten years. Yet at its 
best, we have to acknowledge our helplessness and 
lack of perfection, as compared with the assur- 
ance we have reached in other branches of sur- 
gery. If we could only induce all, to report their 
failures as well as their best results, this branch 
of surgery would rapidly rise in its usefulness. 
My report includes the following conditions: 

1. Sinus thrombosis. 2. Meningitis. 3. Ex- 
tradural abscess. 4. Brain abscess. 5. Brain 


*Read before the Chicago Laryngological and Otological So- 
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tumor. 6. Hypophysis tumor. 7. Intracranial 
hemorrhage, with and without fracture of the 
skull. 8. Gasserian ganglion (intractable tic dou- 
loureaux). 9. External hydrocephalus. 10. En- 
cephalocele. 

Of each variety of these conditions 1 shall 
cite at least one case. This will give me an 
opportunity to discuss such points as are new and 
helpful in making correct diagnosis, and dwell 
upon the latest form of treatment. In conclusion, 
I shall give a summary of all cases treated, 
with a brief resumé of points helpful in brain 
surgery. I shall omit discussion of symptoms, 
pathology and other well known matters pertain- 
ing to this subject, except in the case of my 
brother, Rudolph Beck, which I shall report in 
detail because of its unusual character. 

SINUS THROMBOSIS 

Of all brain conditions, that of sinus 
thrombosis is the most satisfactory to diagnose 
and to treat. Rarely does a thorough blood ex- 
amination leave us in doubt, and the clinical 
picture is quite characteristic. Two new 
symptoms have recently been added to those 
usually cited. The first symptom is suggested by 
Crowe (Baltimore), and Beck (Vienna). They 
find that in unilateral sinus thrombosis, when 
compressing the internal jugular on the healthy 
side, there will be produced on this healthy side 
an artificia] temporary choked disc and dilatation 
of the vein of the temporal region. Same will dis- 
appear as soon as the jugular vein is released. I 
have tested seven cases for this symptom, and con- 
firmed this test in three of these cases. The other 
test is suggested by Urbanschitsch (Vienna), who 
claims that the blood in septic sinus thrombosis — 
undergoes clotting twice as fast as that of normal 
blood. This test proved positive in four of my 
five cases. In another case, the clinical symptoms 
indicated sinus thrombosis, but the blood count, 
blood cultures and blood clotting were negative, 
and the artificial choked disc was absent, which 
was suggestive that this case was not a sinus 
thrombosis. The case recovered without any sur- 
gical intervention, which added another point to 
the probability that this was not sinus throm- 
bosis. 

A radiogram in the diagnosis of sinus throm- 
boses is a helpful aid, but not an infallible one. 
The following case demonstrated how difficult or 
even impossible it is to make the diagnosis of 








sinus thrombosis, although the outcome was suc- 
cessful. 

Case 1. A boy, aged four years, in third week of 
scarlet fever, with sequele of a double otitis media 
suppurativa, suddenly developed a chill, followed by 
a temperature of 105 degrees and profuse sweat. This 
condition recurred two or three times the following 
day. A most prominent otologist was called in con- 
sultation by the family physician. His diagnosis was 
that of “sinus thrombosis,” but he was unable to 
state on which side. At that time Beck’s Crowe 
test was not yet known. I saw the case the follow- 
ing day and also could not determine on which side 
the sinus thrombosis existed. Only one point led 
me to a decision to operate on the right side, namely, 
that the perforation on that side was smaller and 
discharge more scanty. Upon opening the right side 
I found complete thrombosis of a great portion of 
the sinus involving the jugular bulb. Ligation and 
resection of jugular vein and packing off the sinus 
near the torcular and a simple mastoid operation 
resulted in complete recovery. 


Of thirty-eight cases of sinus thrombosis, 
either with or without complications, as bulb and 
jugular involvement, meningitis, brain abscess 
and general sepsis, or some other general condi- 
tion, as pneumonia in nephritis, etc., twenty-six 
recovered following operation. Of the twelve 
fatal cases, ten were complicated mostly 
by septic pneumonia, which came practically 
moribund to the operating table; the two remain- 
ing cases, which were diagnosed early and appar- 
ently not complicated, died from rapidly develop- 
ing meningitis. Both of these cases were of the 
streptococcic type of infection. 

MENINGITIS 

This complication is the most frequent one, 
secondary to suppurative middle ear diseases, 
and the diagnosis is comparatively easy. Spinal 
puncture has revolutionized our means of diag- 
nosis, and the complete examination of the cere- 
brospinal fluid has aided materially our ability to 
prognosticate and treat the condition. One must 
determine principally whether he has to deal with 
a serous or purulent form, and this is only possi- 
ble by spinal puncture and subsequent micro- 
scopic and cultural examinations. Whether the 
process is- localized or general will influence the 
prognosis materially. Until very recently puru- 
lent septic meningitis, especially the general, has 
been considered fatal by the majority of authori- 
ties, and when a case so diagnosed recovered a 
doubt was expressed as to whether it was a dif- 
fuse or very septic form. The view is taken that 
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cerebritis following in the wake of a diffuse sep- 
tic meningitis is always fatal. It was the work 
of Manasse and others after him that led to the 
attempts at relieving intracranial pressure by al- 
lowing the escape of cerebrospinal fluid, and thus 
checking the progress of the infection. He re- 
ported several cases of recovery after repeated 
spinal punctures. The surgical work of Haynes, 
associated with the work of Kopetzky, on the 
thorough analysis of the cerebrospinal fluid of 
cases of meningitis, awakened the greatest inter- 
est. Although it is still too early to judge of the 
efficacy of their work on the drainage of the wa- 
ter-bed (cisterna magna) in cases of septic men- 
ingitis, there are already quite a number of cases 
on record thus operated upon, and it will be of 
the greatest interest to know the final results. I 
know of three successful cases thus treated, of 
which I would like to boast of one. The two 
others, however, I know of only from personal 
communication. My experience is limited to 
seven cases, which I operated upon by the method 
suggested by Haynes, of which six died and one 
recovered. Of these seven, I will, however, re- 
port only two cases in detail. 

Case 1. The first case I operated by this method 
upon my return from the meeting of the American 
Association of Laryngology, Rhinology and Otol- 
ogy, where I had just heard the paper of Dr. Haynes 
and had only a meager knowledge of the technic. 
It was a case of purulent septic meningitis following 
an external operation on the frontal sinuses in a 
patient who at-that time was in a very poor condi- 
tion, unconscious for three days. I also did an 
imperfect operation in draining the cisterna magna, 
having made the opening in the occiput too high 
for good drainage. Three other cases were all very 
grave and far advanced septic meningitis following 
ear complications. One was operated on in a home 
in a small town under very unfavorable surroundings. 
The fifth case, and the one that has recovered, 
is of a. young girl, about fourteen years old, who 
had a violent acute mastoiditis with sinus thrombosis 
requiring jugular ligation. General septic meningitis 
followed immediately after operation. The exam- 
ination of the patient at this time was as follows: 
A stupor typical of meningitis was present. Partial 
bilateral ptosis; pupils small and very sluggish in 
reaction to light; fundus examination showed no 
change. The neck was rigid and there was a typ- 
ical Koernig and Babinsky sign present. The sensa- 
tion all over the body, except the left lower limb, 
was lowered and at the above mentioned location 
it was exaggerated. The field previously operated 
on (mastoid and jugular ligation, right) was in good 
condition. Temperature, 103.8 degrees; pulse, 126; 
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respiration, 32. General physical examination, nega- 
tive. Spinal puncture: Fluid not absolutely clear, 
yet not cloudy, Escaped under slight pressure, Labo- 
ratory findings: Blood examination. Blood cultures 
negative. Leucocytosis, 16,000. Differential count re- 
vealed the polynuclear type, 76 per cent. Examina- 
tion of cerebrospinal fluid, smears as well as cul- 
tures, showed pure cultures of pneumococci. (Bac- 
teriologic examination of the pus from the ear or 
mastoid was not made at the time of the operation 
and now there was a mixed culture present.) Chem- 
ical test of the fluid for the presence of sugar showed 
its absence. Urinary analysis negative. 

From these findings the diagnosis of a diffuse 
purulent pneumococcus meningitis was made and the 
operation of drainage of the cisterna magna, as sug- 
gested by Haynes, was performed. A blood pres- 
sure apparatus was constantly kept on the patient’s 
arm and records made during and after operation to 
determine the influence which the intracranial pres- 
sure had on blood pressure. When the patient was 
completely anesthetized the blood pressure was 116 
degrees. With the removal of the bone (decompres- 
sion), it fell to 102 degrees, and on opening the 
meninges and allowing the escape of fluid it dropped 
to 97 degrees; at the end of the operation it was 
94 degrees to 96 degrees. There was very little 
difficulty during the operation, and the patient was 
returned to bed in very good condition, after one hour 
and forty-five minutes; the operation itself, includ- 
ing the anesthesia, was one hour and ten minutes. 
The only difficulty met with in this case was injury 
to the occipital sinus, causing constant oozing and 
obstruction of the field to a considerable extent. 

Further comments on this operation will be made 
in connection with the other case, since similar ob- 
servations were made. The temperature and pulse 
rate remained about the same for the next two days, 
but on the third day both began to take on a more 
normal course. The other symptoms likewise grad- 
ually subsided, the temperature ranging from 99.8 
to 101.2 degrees; pulse, 104 to 116 degrees. The 
drainage of cerebrospinal fluid was considerable on 
the first day and the blood pressure was also pro- 
portionately low, 95 degrees. On the second day, 
however, drainage decreased very much and the 
patient looked and felt much better. The examina- 
tion of the fluid from the drainage wick on the 
third day showed very few pneumococci, but many 
more staphylococci. The latter were considered as 
coming from the scalp wound rather than from the 
meninges. There was very little secretion about the 
wound. The dressing was removed and but a very 
slight drainage left extradurally, which after two 
more days was removed and the external wound 
allowed to close. The subsequent history is entirely 
uneventful. Nine months after operation the patient 
is enjoying perfect health. 

Case 2. A man, aged 47 years, came to Cook 
County Hospital with pain about his ear. There was 
no history as to a previous discharge. Examina- 
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tion showed a scanty amount of pus and a somewhat 
rarrow auditory meatus. Back of the auricle and 
extending towards the neck was a swelling which 
was fluctuating, but not very painful. The hearing 
was but slightly reduced. Temperature, 99.8; pulse, 
100. 

A diagnosis of a subperiosteal abscess following 
an otitis externa was made and I decided to open it 
under local infiltration anesthesia. After doing this 
I found a necrosis of the lower portion of the mas- 
toid process, with a fistular formation going upward. 
I then had the patient put under general anesthesia 
and performed a complete simple mastoid operation. 
There appeared to be nowhere an exosure towards 
the vital region, as the dura, etc. The patient made 
an uneventful recovery; after ten days, during which 
he ran an absolutely normal course, being up and 
about. On the eleventh day he developed a sudden 
tise of temperature, headaches and a slight stiff- 
ness of the neck, with a leucocytosis of 12,000, but 
no evidence of Koernig or Babinski sign. A spinal 
puncture was made and the fluid escaped under great 
pressure. The fluid was turbid and the microscopic 
examination showed the cellular elements increased, 
with pus cocci in small strands. The next day the 
patient developed a greater degree of neck rigidity 
and unequal pupils, the right spastically contracted 
and the left dilated, neither reacting to light. The 
sensorium was considerably dulled and the patient 
appeared to have pain. There was, however, no 
evidence of Koernig or Babinski, and the elbow 
and knee reflexes were but slightly reduced. An- 
other spinal puncture was made, it again escaping 
under pressure, but not as great as the day before. It 
was still cloudy and the cellular elements were in- 
creased. The copper reduction test showed to be 
positive; that is, it did not reduce the copper as 
normal cerebrospinal fluid does. Cultures and smears 
were made from this fluid and both showed chains 
of streptococci. The diagnosis now was made of 
septic diffuse meningitis and operation was de- 
cided upon, namely, drainage of the cisterna magna. 
Under general ether anesthesia the usual technic, as 
suggested by Haynes, was carried out and completed 
without much difficulty. The unusual thickness of 
the bone and a bothersome oozing from the diploe 
tceok up considerable time in the operation, This 
latter trouble was very well controlled by Hors- 
ley’s bone wax. I may say that the use of the 
electric bur and forceps made the operation very 
much easier. I am very partial to these two instru- 
ments in work on the skull. The blood pressure 
before and at the beginning of the operation was 
159 degrees; following the decompression, before 


opening the dura, it fell to 146 degrees, and after 
the escape of a fair amount of cerebrospinal fluid it 
fell to 138 degrees. The patient remained in about 
the same condition until the third day, when the 
temperature rose to 105 degrees; pulse, 132 degrees; 
he became very restless and could be roused only 
with difficulty. Spinal fluid at this time was under 








normal pressure; it was still cloudy and had the 
same characteristics as before. Patient died that 
night. Post-mortem examination did not show any 
increase of fluid. The dura, except in the region of 
the temporal bone and region of the occiput operated 
on did not appear changed. Considerable injection 
of the pia mater. The first evidence of pus was 
after severing the tentorium. The pons and middle 
lobe of the cerebellum, as well as its contiguous 
portion of the lateral lobes, were bathed in a thick 
yellow fibrinous exudate, and this extended down 
into the spinal canal as far as one could see. Cul- 
tures were made from this, which showed that the 
venous sinuses contained post-mortem clots; other- 
wise they were normal. Over the tegmen tympani 
intradurally was a small quantity of localized pus 
accumulation of a thick yellow character, but no com- 
munication to the posterior fossa from this could be 
traced. Cultures from this pus were made and sub- 
sequently the examination showed a mixed culture. 
Removing the dura over this tegmen, a necrotic area 
was discovered, which led to the attic of the ear. 

I have records of only fifty-one cases of men- 
ingitis, but am satisfied that I have seen again as 
many in consultation or in my clinical experi- 
ence. Of these 51 cases, 18 had spinal punctures 
and septic organisms were recovered from 12. The 
diagnosis of diffuse septic meningitis was made 
in 37 cases of the 51. Of these 37 cases, 28 came 
to operation either primarily, as a nasal acces- 
sory sinus, mastoid, or some other local infection, 
or by way of the exposure of the meninges over 
the seat nearest the infection; and,; finally, the 
opening of the cisterna magna of the 14 remain- 
ing cases of meningitis, either local, septic or 
serous of the type. Twelve of these cases 
recovered without operation, and two died. 
This number does not include the local menin- 
gitis with brain abscess, sinus thrombosis, etc. 
Of the 37 cases of diffuse septic meningitis, 
whether operated on or not, only three recovered. 

BRAIN ABSCESS 

We must consider principally two types: 
(a) Extradural; (b) intradural. The diagnosis 
when neighboring focal (motor) signs are pres- 
ent is usually not difficult, but it so happens that 
frequently the focal signs are absent, especially 
if the abscess is located in what is considered the 
dead area (occipital, supratentorial). Perhaps 
the most significant symptom is the constant lo- 
calized severe head pain. 


EXTRADURAL ABSCESS 


The majority of extradural abscesses that have 
come under my observation have been discovered 
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during or after mastoid operations, unsuspected 
and undiagnosed before the operation. In two 
cases the x-ray was of considerable aid, but in an- 
other case where the radiogram showed a localized 
shadow no abscess was found. The percussion 
note is likewise not reliable. Again, the examina- 
tion of the eye grounds as to choked disk, has 
just as often proven negative as positive. The 
presence of slow pulse or subnormal temperature 
has also been conspicuously absent, unless the 
abscess was very large. The following cases will 
wel] illustrate the title of this paper: 

Case 1. A man, aged 29 years, had an acute 
exacerbation of a chronic suppuration of the middle 
ear, with a large perforation of the membrana tym- 
fani in the upper posterior portion, with involvement 
of the annullus tympanicus. The principal complaint 
was severe occipital headache, with marked tender- 
ness over the squamous portion of the tip. There 
was no evidence of nystagmus and caloric reaction 
proved a normally reacting labyrinth. Spinal punc- 
ture was negative. X-ray picture was of no par- 
ticular help. Eye grounds were normal; also nor- 
mal vision. Reflexes all normal. Diagnosis: Acute 
mastoiditis, with provable extradural abscess. Opera- 
tion: Complete exenteration of the mastoid, in- 
cluding the ossicles. A fistula was found running 
upwards and backwards, which when followed, opened 
into an extradural abscess, and about two ounces 
of pus escaped with a gush. The opening in the 
bone was enlarged and the abscess drained. Patient 
recovered from this operation, and after ten days of 
a normal course was up and about. On the seven- 
teenth day after operation the patient again com- 
plained of headache and the temperature rose to 
102 degrees. Dr. Cavanaugh, who had charge of the 
case during my absence from the city, concluded that 
probably a retention was present, and decided to op- 
erate that afternoon. Before he reached the hos- 
pital, however, the patient had died suddenly. Post- 
mortem examination showed all meninges normal. 
The region of the extradural abscess showed no evi- 
dence of a perforation in the bone. In the temporal 
lobe was located a thin-walled abscess, containing 
about four ounces of yellowish pus. After harden- 
ing the brain and sectioning it, it was found that 
the abscess had perforated into the fourth ventricle, 
which was probably the cause of sudden death. The 
temporal bone shows a perfectly intact tegmen, The 
infection into the brain structure most probably took 
place by a small venule route. 

Case 2. A woman, aged 64 years, following an 
acute otitis media and a simple mastoid operation, 
developed a streptococcemia, with a great rise in 
temperature and high leucocytosis. After a few days 
these septic symptoms subsided, but she suddenly de- 
veloped a monoplegia of the opposite arm. The tem- 
perature was then only 100 and pulse 70, with con- 
siderable pain about the head. The diagnosis by 
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another otologist was made of an extradural abscess 
and exploratory operation advised. On further ex- 
amination, however, it showed that there was also 
considerable tenderness over the shoulder of this 
so-called monoplegia, and that the patient could raise 
the arm with considerable pain. This proved that the 
condition was a thrombosis of the suprascapular vein, 
with a joint infection, and not a monoplegia due to 
an extradural abscess. No operation was performed, 
and the patient recovered with some limited motion 
in that shoulder. 

Of 16 extradural abscesses, 11 were found at 
the time of operating for mastoid, sinus throm- 
bosis and frontal sinus disease. Twelve of these 
16 cases recovered after operation. Of the 4 fatal 
cases, 3 were operated on and became compli- 
cated by intradural abscess, meningitis and gen- 
eral sepsis. One case diagnosed refused opera- 
tion, but a post-mortem performed revealed a 
large extradural abscess in the cerebellar region. 

INTRADURAL BRAIN ABSCESS 

Intradural brain abscess usually gives rise 
to grave symptoms, especially the more acute 
forms, before any localization or walling off has 
taken place. They are very frequently associated 
with a great degree of meningitis. I have been 
very unfortunate in not having saved many pa- 
tients with intradural abscess, but believe that 
with the improved technic of operating in two 
stages, as suggested by Dench and McKernon, 
namely, to perform an early decompression and 
walling off with gauze, and later simply opening 
the abscess wide and draining it well, we will 
reduce the mortality considerably. 

Case 1. A man, aged 39 years, was brought to the 
hospital in a semi-comatose condition. The state- 
ment made by his family physician was that for the 
past five days he had been having very severe head- 
aches, which were diffused all over the head; vomit- 
ing spells and a stiffness in his neck, the latter con- 
dition increasing within the last twenty-four hours, 
previously to which he was most of the time con- 
scious. No history of any previous illness could be 
elicited. 

Examination: A well nourished man in a stuporous 
condition, muttering at times; neck rigid; slight 
Koernig; no Babinsky. Pupils small and-equal. Dila- 
tation of the pupil by homatropine revealed slight 
papillitis. Examination of the left ear: Small perfora- 
tion high up. Spinal puncture demonstrated some- 
what turbid fluid escaping under pressure. Micro- 
scopical examination of same revealed increase of the 
cellular elements and a few scattered diplococci. Re- 
action for sugar showed its absence. Wassermann 
reaction negative. Blood examination: Leucocytes, 
12,000; increase in polymorphonuclear variety. Was- 
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sermann negative. Radiogram: Mastoid and sinuses 
showed left-sided mastoid involvement. Diagnosis: 
Seropurulent meningitis secondary to a probable 
chronic suppurative mastoiditis. 

Operation: Typical extensive simple mastoid oper- 
ation with lateral sinus exposure. The mastoid dis- 
ease appeared to be of the chronic character and no 
evidence of any necrotic area towards the meninges 
could be discerned. The sinus was normal. The 
typical Haynes operation for the drainage of the 
cisterna magna was performed, with only one diffi- 
culty, viz., in attempting to place the patient in a 
position face downward he would stop breathing, so 
that we had to operate on the side. In reattempting 
to place him on his face downward during the latter 
part of the operation, he again stopped breathing. 
The complete operation of mastoid, as well as the 
Haynes operation, required an hour and twelve 
minutes. The patient never regained consciousness 
and died that night. 

Post-mortem examination revealed a moderate 
amount of diffused meningitis. There was no evi- 
dence of the thick yellow exudate that was formerly 
found in the cases of meningitis previously cited. 
The entire left temporo-sphenoidal lobe, including 
the portion of the occipital, was involved in an 
abscess, with a moderately thin wall, containing about 
half a pint of pus, of a very fluid character. The 
tegmen of the left temporal area showed no evidence 
of any necrotic focus, or a path of infection to the 
brain. 

The comments on this case are: 1. The fact of 
his stopping breathing when his face was turned 
down, which would suggest that this large abscess 
probably in that position pressed on the vital respir- 
atory center. 2. The absence of a significant shadow 
in the radiogram outlining the abscess, notwithstand- 
ing that the latter was streoscopic. 3. The complete 
masking of the localized symptoms of the abscess by 
the meningeal symptoms. 4. The absence of any 
necrotic focus suggesting extension of the infectious 
process from the mastoid. 

Case 2. A boy, aged 7 years, for several years 
had had a discharging ear on the right side. For the 
past three weeks has been having headaches, which 
were particularly localized on the right side. He has 
had several vomiting spells, having also lost appetite 
and strength. Noted that he could not walk straight, 
usually falling to the right. After two weeks of 
these symptoms and treatment by a family physi- 
cian, he presented himself, with the above history. 

Examination: Poorly nourished child, having a 
blepharospasm, photophobia and spontaneous nystag- 
mus, particularly to the right. Barany’s pointing sign 
not well defined. Diado-aconesia positive. (The co- 
ordinate movements of the hands in pronation and 
supination rapidly performed is impossible.) Spinal 
puncture negative. Blood examination: Slight leuco- 
cytosis. Examination of the fundus oculi showed 


some dilatation of the veins; vision normal. All 
other cranial nerves negative. Reflexes negativz. 
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Hearing apparently normal in either ear. Caloric test 
appears to increase the spontaneous nystagmus. 
Romberg sign is present. Patient falls to the right 
iti walking. Radiogram showed a shadow in the right 
cerebellar region. Right-sided mastoid involvement. 

Diagnosis: Cerebellar abscess on right side. 

Operation: Subtentorial flap exposing right cerebel- 
lum revealed no evidence of abscess, but just beyond 
this point, through a very firm capsule, a small abs- 
cess containing a thimbleful of pus, escaped under 
slight pressure. Cultures from this were made. A 
drainage wick introduced and wound closed. Patient 
rallied well and spontaneous nystagmus markedly di- 
minished. However, the headache still continued; 
also temperature and pulse remained high. After 
four days, the patient continuing to run a septic con- 
dition notwithstanding free drainage and large doses 
of urotropin and antistreptococcic serum, we decided 
to open the mastoid, which was deferred at the time 
of the first operation, owing to the poor condition 
of the patient. There was very little evidence of 
active mastoid disease. 

For the next ten days the boy gradually improved 
in so far as the symptoms of headache, nystagmus, 
temperature and pulse were concerned, but on the 
fifteenth day following the operation cardiac collapse 
occurred, and the patient died. 

Post-mortem was not permitted. 

This case illustrates the virulency of and violent 
toxemin resulting from a streptococcic infection. 

Case 3. A man, aged twenty-seven years, admitted 
to the hospital with a history of lues sixteen -years 
ago and now complaining of headache, some dizzi- 
nes, nausea and seeing double. 

Examination revealed a paralysis of his right ab- 
ducens muscle. Right ear discharging pus, patient 
states for many years. Wasserman of the blood, 
negative. Placed upon anti-luetic treatment in large 
doses without any result. 

Referred to the neurological clinic where patient 
showed slight disturbances in his gait and spontane- 
ous nystagmus, particularly to the left, all other re- 
flexes normal, and the neurologist now made a diag- 
nosis of a cerebellar abscess on the right side, second- 
aty to his chronic suppurative ear. 

He was now referred to the otological clinic for 
further examination and treatment. The attending 
otologist, making a hasty examination, believed ‘t to 
be a case of cerebral syphilis; he having made a 
hearing test by means of tuning forks and constitut- 
ing the following findings: That the patient heard in 
the diseased ear; a prolonged negative Rinne; Weber 
laterating to affected ear. 

I was then called in the case and found the fol- 
lowing condition: 

A poorly nourished man, somewhat dull in expres- 
sion, but apparently in great pain, which he directed 
towards the back of the head. The eyelids were 
drooping (no evidence of any ocular muscle paralysis 
nor nystagmus), pupils were reacting normally, the 
fundus examination negative; right ear foul smelling 
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discharge, the remains of the drum membrane thick 
and swollen, the upper canal wall appeared to be 
sagging and a small perforation situated in the ex- 
treme anterior and superior quadrant; left ear nega- 
tive. Placing a vibrating tuning fork of low pitch 
into the left auditory canal, patient could not hear 
the lowest sound. (Norval Pierce test.) Reversing 
the test, fork in right ear, the patient heard almost 
normally. Irrigating right ear with cold water pro- 
duced no nystagmus, whereas cold water in the left 
ear produced a marked compound nystagmus. These 
tests demonstrated definitely that the right labyrinth 
was destroyed. 

Blood examination: Leucocytosis polymorphonuclear 
85 per cent. Wasserman again negative. Spinal punc- 
ture, fluid was under normal pressure, clear; Nonne 
negative. Noguchi globuline test positive; no in- 
crease in the cellular elements. Barany’s pointing test 
negative. Diado-aconesia absent. 

Consulting now with the neurologist, we decided 
that it was not a cerebellar abscess, but a suppurative 
labyrinthitis, secondary to a chronic suppuration of 
the middle ear and mastoid, decided upon an opera- 
tion, which I performed, namely: Radical mastoid, 
including Neumann labyrinth operation. 

The usual picture of a chronic suppurative mas- 
toiditis encountered. The horizontal semi-circular 
canal was intact, as were also the tegmen towards 
the cerebrum and the sinus wall. Exploration of the 
middle ear revealed a necrotic promontory of the 
cochlea, the probable source of infection of the in- 
ternal ear. The usual technique of the Neumann 
labyrinth operation was carried out without any dif- 
ficulty. The electric bur proving great aid in the 
technique. The anterior vertical semi-circular canal 
when opened showed distinctly containing pus. 

Subsequent course: Patient rallied, pains general, 
toxic condition, drooping of the eyelids disappeared 
on the third day. However, patient still complained 
of being dizzy. On the fourth day the abducens 
paralysis recurred, as also was apparent a slight 
facial paresis, both, however, disappearing within the 
next three or four days. From now on the patient 
made an uneventful recovery, dizziness completely 
disappearing at the end of the third week. 

Of 19 cases, 2 recovered. Both of these were 
in the temporo-sphenoidal area, and the opera- 
tion was by way of the mastoid tegmen route. In 
neither case could there be any microorganism 
recovered from the pus of the abscess, either in 
smear or culture. In one case the abscess fol- 
lowed a rapidly destructive mastoiditis in an 
influenza infection, and the second in the seventh 
week of a scarlet fever otitis media, in a child 
aged three years. Of the 17 remaining~cases, 
10 came to operation. Six were in the cerebellar 
region; 2 fronto-parietal, and 2 temporo-sphe- 
noidal. The seven cases either refused operation 
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or were too far advanced to be submitted to 

the operation. The above three cases, which only 

recently came under my care, bring out some in- 

teresting points in the diagnosis and treatment. 
BRAIN TUMOR 

This subject has until very recently not inter- 
ested the otologist in particular, but since the de- 
velopment of the diagnosis of labyrinth diseases 
has to be considered in the differential diagnosis, 
a large number of reports of brain tumor are 
already at hand from that source. I refer espe- 
cially to tumors of the auditory nerves, and to the 
tumors located in the pontine cerebellar angle. 
One of the important diagnostic measures is the 
radiogram. This invariably shows a shadow which 
obliterates the internal auditory meatus. The 
meatus can invariably be made out in cases where 
the middle ear is not too greatly involved in a 
suppurative process. Other focal symptoms from 
a brain tumor are dependent on the well-known 
nervous anatomy and physiology, so that a diag- 
nosis should be and is in Many cases compara- 
tively easy. Yet the three cases that I record 
show so conclusively that with my fair knowl- 
edge of making a diagnosis of brain tumor, and 
with the aid and cooperation of expert con- 
sultants, only the post-mortem cleared up the 
diagnosis. 

Case 1. A young man, aged twenty years, gave a 
history of having had for the past five years what 
his brother designated as epileptic fits. The main 
complaints were headaches and mental dullness. Dur- 
ing my observation for two weeks the patient had 
no epileptic attacks, but he showed a constant air 
hunger, had a very unsteady gait and a spontaneous 
nystagmus to both sides. Turning the caloric tests 
of the labyrinth increased the existing nystagmus. 
Reflexes of the arms, abdomen and leg showed a 


slight paresis and a slight Babinski on the left side. - 


Examination of the eyes as to pupillary reaction, 
fundus and field of vision was negative. There was 
a scar over the right parietal region of the scalp. 
Radiogram was negative. Wassermann and other 
laboratory as well as general examination, negative. 
My diagnosis was that of a cerebellar irritation, 
perhaps tumor. Consultation with two prominent 
neurologists resulted in the agreement that it was a 
tumor. One neurologist localized it in the right 
motor area; the other agreed with me that it was 
probably in the cerebellar area. Under general an- 
esthesia I made a subtentorial osteoplastic flap, ex- 
posing both occipital and cerebellar regions. The 
cerebral regions were normal. No increase in the 
intracranial pressure, Over the lateral cerebellar 
lobes were localized cystic formations, within the 
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arachnoid, or pia mater. Their fluid was clear and 
an examination of the same revealed normal cerebro- 
spinal fluid. Exploration of the cerebellar lobes by pal- 
pation as well as by blunt puncture gave no evidence of 
a tumor, nor did the digital examination of the pon- 
ting cerebellar angle. It was decided not to explore the 
motor area at this time, since more than three hours 
had been consumed in the operation, and the patient 
was not in sufficiently good condition. The flap was 
replaced and the wound closed. The patient recov- 
ered from the operation. The air hunger, nystagmus 
arid unsteadiness of gait entirely disappeared. The 
headaches of which the patient had previously com- 
plained were still present, but not so marked. The 
boy also appeared to be brighter. Seven weeks after 
operation he returned to work at his old trade as 
tinner. One morning, while at work, without having 
complained of anything, he suddenly dropped to the 
floor, and when the other workmen reached his side 
he was dead. Post-mortem examination revealed mul- 
tiple tumors all through his brain, which were histo- 
logically diagnosed as gummata. Had a spinal punc- 
ture been made in this case, tests for Wassermann of 
the spinal fluid, the Noguchi globulin and the count of 
the cellular elements been made, the diagnosis might 
have been cleared up. The recent colloidal gold test 
would have unquestionably helped very materially in 
the diagnosis. 

Case 2. In reporting this case I perform the sad- 
dest duty of my career, wishing to contribute to 
science whatever may be gained from the study of it. 
My brother, Dr. Rudolph Beck, dentist, aged forty- 
four years, single, had until his forty-first year been 
a well man. There is nothing in the childhood and 
adolescent history that has any relation to the present 
condition. The same is true of the family history, 
with the exception of migraine in some of the mem- 
bers. Venereal history negative as to lues. At 
thirty-four he had a violent attack of appendicitis, 
was operated on and recovered perfectly. One year 
later he had an attack of intestinal pain, followed by 
bloody stool. Diagnosis was made of duodenal ul- 
cer. He recovered completely from this within a 
short time. From this time on he suffered more or 
less from constipation, for which he made yearly 
visits to Carlsbad or other watering-places. Three 
years ago he had an attack of headache, which 
lasted about three weeks. This headache was gen- 
eral, but more severe at night. He was treated by 
Dr. F., an internist, who diagnosed the case one of 
gastrointestinal fermentation, and under suitable 
treatment the headache disappeared. In November, 
1912, he contracted a head cold, associated with a 
slight headache over the left fronto-temporal region. 
He also complained of some stiffness of the left 
side of his neck, a fullness of the left ear, and 
hearing indistinct on that side. These headaches 
became so persistent that he took pyramidon (five 
grains, three or four times a day). I examined 
him at this time and found a markedly deflected 
septum on the left side, with a ridge which closed 








off the entire ethmoid region. No evidence of any 
ear affection; the hearing was normal. Local ap- 
plication to the nose and Eustachian tube (inflation 
from the opposite side) did not relieve him; on the 
contrary, he grew worse. The headaches became 
more constant and more intense, and frequently 
woke him from his sleep. While at work he would 
sometimes be seized by the attack of head-pain, 
causing temporary weakness and dizziness. - Since 
there was no benefit from the local treatment, it 
was assumed that he had worked too strenuously 
for the entire year, and therefore he was advised to 
rest. A general examination as well as the labora- 
tory findings, including tie Wassermann, were ab- 
solutely negative. The eye, as to vision, fundus 
visual field (not perimetric for color, only roughly), 
as well as the reflexes, were negative. There was 
no evidence of any disturbance’of the cerebrospinal 
nervous system. I then recommended the resec- 
tion of the nasal septum, on the ground that he had 
a neuralgia from pressure on the naso-ethmoidal 
nerves, or perhaps some blocked cells. I referred 
him to two of my confreres, oto-laryngologists, and 
one agreed with me, the other believing that most 
of his symptoms were neurotic (hysterical or neu- 
rasthenic). He then consulted an eminent neurolo- 
gist, who concurred in my diagnosis and recom- 
mended the septum operation. A few days later I 
performed a regular submucous septum operation 
under cocaine anesthesia, and I encountered some- 
thing that I had observed only two or three times 
in my experience, namely, that he appeared as 
though in a cataleptic state. It was impossible to 
get a word out of him, although he was absolutely 
conscious. He would hold the head or hands in any 
position that I placed them. As soon as the opera- 
tion was completed he became very talkative, and 
he spoke incessantly until late that night. It was 
first thought that this was due to cocaine intoxica- 
tion, although he had none of the other symptoms 
characteristic of such a complication. After the 
night’s rest and the removal of the nasal packing 
he felt much better. The septum healed perfectly. 
For the next three or four days the headaches 
seemed to be less intense, and he felt generally bet- 
ter. There was, however, one particular symptom 
noticeable to those about him, and that was of mis- 
naming persons; however, immediately. correcting 
himself. This was the first mental deviation from 
the normal. The next observation was his growing 
dissatisfaction with the members of his family, of 
whom he formerly was very fond, and his com- 
plaints were unfounded. By this time his attacks of 
headaches returned, as severe as ever, principally 
over the same area—fronto-temporal—but at times 
localizing on the right side. At this time he called 
me to his room, where he had an attack of severe 
head-pains, and a sudden vomiting spell. His tongue 
was markedly coated—he had not had a bowel move- 
ment for two days, in spite of cathartics. I ex- 
pressed my opinion that these symptoms were very 
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suspicious of brain tumor. He then consulted the 
internist who had treated him three years ago, who, 
on account of the similarity of his former attack, 
diagnosed this to be a gastro-intestinal disturbance 
associated with a neurasthenia, but the same treat- 
ment which acted favorably three years ago gave no 
relief this time. He then went to’ live with his 
brother, Dr. Carl Beck, in order to be observed. 
The latter made the observation that the headaches 
were worse at night, and must have been very agon- 
izing. Following the attacks he would fall into a 
very deep sleep, from which he could scarcely be 
roused. After a few days’ stay at his brother’s, he 
again became very dissatisfied, and became suspi- 
cious and unnaturally reproachful to several mem- 
bers of his family. In order to satisfy him, he 
was taken to his other brother, Ds. Emil’s home. 
Dr. Emil made the same observations, namely, that 
following these attacks of headache he went into a 
deep sleep, lasting ten to fourteen hours. While 
thus sleeping Dr. Emil would call, make all kinds 
of noises, but could not rouse him unless he shook 
his body. : : 

He was now put upon a starvation diet, and for 
forty-eight hours he ate absolutely nothing, but this 
had no influence upon the headaches. 

On January 31, 1913, he was taken to a prom- 
inent neurologist who, after a very careful exam- 
ination, would not make a definite diagnosis, but 
believed it to be a severe neurasthenia and desired 
to observe him. 

On February 1, 1913, he suffered intense head- 
ache the entire night, and gradually fell into a coma- 
tose condition. Once he got out of bed, stood in the 
middle of the room and urinated on the floor. Dr. 
Emil observed that the patient, when returning to 
bed, was somewhat unsteady in his gait. He fel] 
into the usual deep sleep, and now could not be 
roused even when shaking his body. The condition 
took on an alarming appearance. He would mutter 
incoherent words when urged to speak, refused food 
and drink, and recognized no one. There was a 
ptosis of both eyelids and constant lateral rolling 
nf the eyes. The neurologist who had examined him 
the day before was hurriedly called, and after ex- 
amination expressed the opinion that in the ab- 
sence of a definite diagnosis it was perhaps brain 
syphilis, and advised the immediate intravenous in- 
jection dose of neosalvarsan. An expert in this 
work as well as a surgeon of note in brain surgery, 
and the internist who had previously treated him, 
held a consultation and agreed that while there was 
no positive symptom of lues, he should be given the 
benefit of the doubt and given the salvarsan. Al- 
though the patient was entirely unconscious, he re- 
sisted and showed great strength during the injec- 
tion. After the injection he remained in the coma- 
tose condition. He retained fluids very poorly and 
had urinated and vomited once involuntarily. The 


temperature rose to 101 degrees, and pulse to 120. 
During the next night he suddenly appeared to 
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awaken from the coma and desired to get up and 
urinate, which he did. He also began to speak 
somewhat coherently. Next morning he began to 
recognize those about him, and now rapidly im- 
proved. The sudden change following the injection 
of neosalvarsan naturally strengthened our belief 
that lues was the cause of his trouble. We began at 
once to administer large doses of KI, 120 grains 
daily, until on the third day he received 380 grains, 
and two injections of cypridol. The patient began to 
eat and was the greater portion of the day free 
from headache, but the following night it returned 
with marked severity. After a few days he desired 
to go to a neighboring sanitarium. The first day he 
was well satisfied there; he would take his walks, 
although he constantly complained of headaches. On 
the third day of his stay at the sanitarium I was 
hurriedly called and found him in a severe attack 
of head-pains and fear of persecution. This night 
he was very restless, and on the following morning 
early he insisted on leaving this place, for fear of 
being unjustly dealf with, He now went back to 
Dr. Carl Beck’s home, where he was again per- 
fectly satisfied. Medication (KI) was discontinued, 
owing to gastric irritation. The next week he ap- 
peared to be improving, and planned a trip to Eu- 
rope. The attending neurologist was now leaving 
for Europe, and since he required the services of 
another, we consulted such an authority. The diag- 
nosis made by him was general paresis. This con- 
tradiction in diagnosis, his constant complaint of 
severe headaches, and his desire to leave the city, 
induced us to go to Philadelphia to consult some 
other eminent neurologists there. He made the trip 
East without any great difficulty and arrived in good 
condition. That night, however, he had very severe 
head-pains. The only remedy that he found any 
relief from except morphine was a hot water bag to 
the head, the degree of heat of which would be 
scarcely borne by anyone else. On the following 
morning we consulted a prominent neurologist who, 
after a very careful examination, made a diagnosis 
by exclusion of cerebral syphilis. The following day 
we consulted another neurologist of international 
reputation, and his diagnosis was paresis with very 
grave prognosis; however, he asked to have a spinal 
puncture as the corroborating test. A sanitarium 
treatment was recommended, and since we knew of a 
place that was near the place of my brothers’ for- 
mer home in Europe, I decided to take him there, 
especially since I was yet uncertain of the correct- 
ness of the diagnosis and wished to consult some 
European authorities, who might, after all, make a 
diagnosis of tumor with a chance for operation. On 
March 1 we left by way of a slow steamer from 
Philadelphia to Hamburg, and while the separation 
from his brother, Dr. Emil, caused him to be greatly 
excited, he was nevertheless in very fair condition. 
The first afternoon of our voyage began with the 
patient suffering very great head-pains, radiating 
over the whole head, but appearing to localize on the 
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left side and to the back of the head. This pain 
continued all through the night, requiring morphin 
to control it. Food and drink were refused and he 
slept for several hours the next morning. I, think- 
ing it might have been from morphin, examined the 
eyes and found, however, that the pupils were dilated. 
I now decided that he could not stand the trip and, 
since the steamer stopped at New York, I trans- 
ported him to a private hospital in New York City 
and called in an eminent neurologist. He unquali- 
fyingly made a diagnosis of brain tumor and located 
it in the thalamic region in the anterior portion of 
the brain on the left side. He wished, however, to 
exclude syphilis and paresis by a spinal puncture ex- 
amination. There was no possibility of obtaining a 
history from the patient at this time; also very un- 
satisfactory examination could be made. He was 
now absolutely unconscious. On the following day 
he cleared up somewhat, so that a consultation with 
an eminent brain surgeon and the neurologist was 
more satisfactory. Both agreed on the diagnosis of 
brain tumor. A spinal puncture was made, and the 
fluid was, under slightly increased pressure, of green- 
ish tinge, but clear. The analysis of the fluid showed 
Noguchi globulin negative, cell count eight to the 
field, Wassermann negative, culture negative. Fol- 
lowing the spinal puncture, the patient improved con- 
siderably. It was now decided to observe him fur- 
ther, for which purpose he was taken back to Chi- 
cago. He made this trip with considerable difficulty, 
was considerably weakened, and his gait became very 
unsteady. After arriving in Chicago he grew very 
much worse as to his head-pains. Another neurolo- 
gist was now consulted,.as well as a surgeon, with 
the hope that an operation might be performed. Both 
decided that an operation was useless, believing it to 
be a tumor, but of syphilitic nature. He now re- 
ceived another injection of neosalvarsan, which this 
time he permitted without any resistance. There was 
not the slightest improvement of his symptoms fol- 
lowing this injection. On March 13 he grew violent 
and had to be restrained and given morphin. The 
following day he was very quiet and breathed quite 
superficially. He would not eat at all and appeared 
to be losing rapidly in strength. At seven o'clock 
p. m. he breathed shallow and fast, with a very deep 
inspiration about every fifteenth breath. At eight 
o’clock he suddenly had an attack as though he were 
suffocating, and attempts at artificial respiration 
proved of no avail. Death occurred at 8:20 p. m. 

Post-mortem examination was made by a com- 
petent pathologist, and his report is here appended! 
REPORT OF POST-MORTEM FINDINGS’ OF DR. RUDOLPH 

BECK’S CASE, MARCH 15, 1913, THREE 
HOURS AFTER DEATH. 

After the calvaria had been removed, a normal 
dura was presented, and after its removal the pia 
arachnoid was found moderately congested, other- 
wise normal. 

After the tentorium cerebelli had been severed on 
both sides an attempt was made to remove the brain. 








274 


A tumor was then felt at the base of the left pos- 
terior lobe. The tumor was about the size of a 
small hen’s egg, felt nodular and considerably harder 
than the surrounding brain substance. On removing 
the brain, the tumor was almost completely torn 
away, because as now appeared the tumor was at- 
tached to the brain by an exceedingly slender pedicle. 

Examination showed that the tumor sprang from 
about the middle of the inferior surface of the pos- 
terior lobe; in other words, from the floor of the 
left lateral ventricle. The brain pedicle presented 
some vessels which were still connected with the 
vessels of the choroid plexus of the left lateral 
ventricle. 

The tumor is irregularly round, nodular and con- 
siderably harder to the touch than the. brain tissue. 
It is darker in color than the latter, covered with 
pia arachnoid, and some vessels of moderate size 
can be seen on the surface. 

The greatest diameter runs from before back- 
ward, and is 13% to 2 inches. The sagittal diameter 
from above downward is about 1% inches, while the 
width of the tumor from side to side is 1% inches. 
In situ the tumor was so located that it pressed 
upon the inferior and left lateral surface of the 
middle lobe of the cerebellum and also against the 
left side of the pons. Upwardly the tumor had 
pressed upon the floor of the left lateral frontal, and 
the brain tissue had here been softened considerably, 
so that it was torn into when the brain and tumor 
were removed from the skull. 

The tumor is evidently solid throughout, and 
when small pieces were taken out for microscopical 
examination the cut surface and the whole character 
of the tumor gave the impression that it is a glioma. 

Subsequent microscopical examination confirms 
diagnosis of glioma. 

Case 3. A man, aged 36 years, had been suffering 
with headaches for more than a year. These pains 
were not absolutely localized, but began in the frontal 
region and radiated towards the back of the head. 
One of the early symptoms was the loss of vision, 
in one eye, first towards the temporal side and grad- 
ually also to the nasal side, so that when I first saw 
him he had only light perception in one eye and the 
other totally blind. The next important symptom he 
observed was a staggering gait with a tendency to 
fall to the left side. There was a spontaneous nys- 
tagmus which was rhythmic and was horizontal as 
well as rotary. The examination of the fundus 
showed a double optic atrophy. The pupils were 
small and did react, but slightly. The ears were 
normal in every particular and turning, as well as 
hot or cold water tests of the vestibular apparatus, 
did not appear to change the nystagmus one par- 
ticle. The remaining physical findings, including 
spinal fluid and blood examinations, were negative. 
Radiogram showed a distended sella turcica. Con- 
sultation with a competent neurologist confirmed my 
diagnosis of a cerebellar tumor, and operation was 
recommended. Exposing the posterior cerebral as 
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well as the cerebellar hemispheres, there was no 
evidence of any pathologic change. Intracranial 
pressure was not increased; pulsation was normal. 
Certainly no tumor could be palpated anywhere. Sub- 
sequent to the operation the patient developed a 
meningitis, and died ten days later. Post-mortem ex- 
amination revealed a brain, grossly normal, but in 
‘the cerebral portion of the hypophysis there ap- 
peared an enlargement, the size of a hazelnut, which 
filled out a distended sella turcica. Examination of 
this growth proved it to be a tumor of the hypophysis 
(microscopical examination). The nystagmus which 
was present in this case, and rarely occurring with 
tumors of the hypophysis, was the one symptom that 
misled us. Had we been at this time familiar with 
the pointing sign of Barany, we would probably have 
been led to a correct diagnosis. 

Of 8 cases of brain tumor, there was made a 
correct localization diagnosis in 5. This num- 
ber does not include gummata. The pathologic 
types were cyst, osteoma or exostosis, fibrosar- 
coma, glioma. The locations were two in the 
motor area, one occipital (supratentorially), one 
pontine cerebellar angle, one fronto-parietal, one 
at base of frontal lobe. Five were operated on 
with a mortality of 75 per cent. In not one in- 
stance did the radiogram reveal the tumor. 
Spinal punctures were made in 7 of the 8 cases, 
and only in one was there any increase in pres- 
sure, and in all was a negative Noguchi globulin 
or Nonne test present. 

TUMORS OF THE HYPOPHYSIS _ 

Considerable progress has been made during 
the past five years in the pathology, diagnosis and 
surgical treatment in diseases of the hypophysis, 
especially since Cushing, Eiselsberg and Hirsch 
have so thoroughly elaborated this field. Of spe- 
cial interest is the aid of the radiogram in the 
diagnosis and the treatment by the intranasal 
route in the treatment. 

In performing the following operations on 
cadavers, Horsley, Krause, Eiselsberg, Hoch- 
enegg, Chiari, McArthur, Frazier, (transnasal- 
orbital and sinus route) ; Loews, Halstead (supra- 
labial transnasal route), and Kanavel, West, 
Citelli and Hirsch (transnasal and septum 
route), I found that for tumors confined to the 
sella turcica the nasal route, preferably Hirsch’s 
modern method, is the easiest of performance; 
however, if the greater portion of the tumor is 
diagnosed to be located intracerebrally, the 
method of Frazier is best suited. The operation 
by way of the palate is certainly difficult of per- 
formance in man. 
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The cases which I have observed were several 
cases of acromegaly, and three other cases diag- 
nosed only at operation or post-mortem. The 
previously cited case, erroneously diagnosed as 
cerebral tumor, as well as the two following sup- 
posed naso-pharyngeal fibro-sarcoma cases, illus- 
trate the necessity of refining our diagnostic 
methods. 

The cases of advanced acromegaly are, of 
course, easily diagnosed, but unfortunately not 
amenable to surgical treatment. 

Case 1. A man, aged 41 years, has for the past 
seventeen months had constant headaches across the 
frontal region, radiating backwards to the occiput. 
One of the first symptoms he noted was the rapid 
loss of vision in the left eye. During the last three 
months the sight of his right eye has also much 
diminished. The left eye had also turned outward 
about six months ago. About eight months ago his 
nasal breathing began to be impaired, and now he’ is 
compelled to breathe through his mouth. His nose 
was widened considerably between his eyes, and his 
whole face has assumed a larger size. An attempt 
was made to remove some tissue (middle turbinate) 
by a specialist, but the bleeding was so severe that 
he was compelled to defer the completion of the op- 
eration. The microscopic examination of the tissue 
then removed showed a small round-cell sarcoma. 

Examination: Both nostrils were occluded pos- 
teriorly, and in the left nostril was seen a tumor, 
which bled very freely when touched. Post-nasal 
examination revealed the tumor filling out the en- 
tire naso-pharynx. Transilluminations, absolute dark- 
ness of both antra—but the frontal sinuses appeared 
fairly clear. The x-ray picture, antero-posterior, re- 
vealed both antra cloudy, but the left more so. The 
frontal and ethmoidal regions fairly clear. X-ray, 
lateral exposure, showed an obliteration of the 
sphenoid sinus and the sella turcica. 

My diagnosis was sarcoma of the naso-pharynx, 
involving the antrum and sphenoid, pressing on the 
optic nerves. 

Operation: Preliminary ligation of the left ex- 
ternal carotid arteries. I employed the Léwe method 
of making an incision under the upper lip, severing 
the attachment of the nose from the appertura pyri- 
forme, and the cheeks from the superior maxilla, 
and thus raise the face. The septum in its entirety, 
the middle turbinate and ethmoidal labyrinth on both 
sides were removed. The tumor involved the eth- 
moid. In order to prevent the blood from flowing 
into-the throat the post-nasal space was tamponed 
as soon as the tumor was removed from the naso- 
pharynx. When the tumor was removed from the 


sphenoidal region there were no evidences of the 
wall of this sinus, but instead there was a large 
cavity, in the bottom of which there were the dura 
and the optic chiasm. The antra on both sides were 
filled with a tumor mass of the same character as 
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that in the naso-pharynx. The patient regained con- 
sciousness for a few hours, and died on the third 
day from meningitis. Post-mortem was not per- 
mitted. The histological examination of the tissue 
removed revealed a small round-cell sarcoma. The 
question in the diagnois is: Was this a tumor pri- 
marily of the hypophysis, or was this a naso-pharyn- 
geal sarcoma with secondary involvement of the 
brain? I am inclined to believe it was the former, 
since the headaches and eye symptoms preceded the 
nasal obstruction symptoms. 

This condition may be divided into three great 
classes, from the diagnostic and therapeutic 
standpoints, namely: (1) Basal- fracture, (2) 
Fractures not including the base, (3) Combined. 

In the basal fractures the otologist is frequent- 
ly interested because of the symptoms referable 
to the ear. The bleeding from the external canal 
is considered one of the pathognomonic signs. 
The symptoms of irritation or loss of function 
of the internal ear are considered of great value 
in the diagnosis of this condition. X-ray diag- 
nosis is of very little value when the fracture is 
confined to the base, or through the petrous por- 
tion of the temporal bone. In fractures of the 
remaining portion of the skull, symptoms of 
hemorrhage, especially from the middle meningeal 
artery, are the most important. It is here that 
the x-ray is of inestimable value in the diagnosis. 

In the fractures involving both base and other 
parts of the skull, both mentioned symptoms will 
be manifest. 

INTRACRANIAL HEMORRHAGE 

These, aside from fractures, can usually be 
diagnosed when the history, the focal symptoms 
and the aid of spinal puncture are taken advan- 
tage of. 

My experience in this class of cases has taught 
me that it is very easy to diagnose them, and 
that early operation gives most satisfactory re- 
sults, both in fractures aside from the basal and 
spontaneous subcortical hemorrhage. The use of 
urotropin in large doses, as much as, 150 grains 
a day, has undoubtedly aided in the treatment 
of basal fractures. 

I herewith cite an illustrative case of each 
variety : 

Case 1. A man, aged 47 years, was overcome by 
heat and fell from his chair, probably striking his 
head on a stone pavement. He was unconscious when 
brought to the hospital, twelve hours after the in- 


jury. There was nobody present when he fell from 
his chair and, therefore, we could get no history as 
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to how he struck his head. Examination showed a 
marked facial twitch of his left side. The left leg 
and arm were in tonic contractions. The pupils 
were reacting normally, and there was no spontane- 
ous nystagmus, No fundus change with the ophthal- 
moscope. X-ray negative. Pulse, respiration and 
temperature normal. A consultation with a neurolo- 
gist, who suggested a spinal puncture, resulted in the 
diagnosis of hemorrhage into the left lateral ven- 
tricle, since the spinal fluid was bloody. He advised 
conservative treatment. I could not help thinking 
that the bleeding was cortical or, rather, subdural, 
most probably from the middle meningeal, and 
therefore decided to operate. I found a fracture of 
the internal table in the temporal region; the dura at 
this point was tense and bluish—discolored. On 
opening the dura I found a clot covering the entire 
half of the cerebrum and after its removal found the 
bleeding middle meningeal artery close to the base 
of the skull. By elevating the dura and passing a 
suture about the artery, I was enabled to stop the 
bleeding. Drainage by rubber tissue of the previ- 
ously located blood clot and closure of the wound re- 
sulted in the recovery of the patient. 

“Case 2. A man, aged 27 years, was brought to the 
County Hospital by a man who had run into him with 
his automobile, stating that the auto struck the man 
on the head, knocking him unconscious. By the time 
he arrived at the hospital he had regained conscious- 
ness, and only appeared a little dazed. The accident 
happened so suddenly that, when questioned, he stated 
that while he was loading some heavy barrels, one 
slipped and struck him in the head and caused his 
present trouble. He also stated that the barrel had a 
nail protruding on the side, and that that nail caught 
inside of his ear and caused it to bleed. Patient's 
story and that of the party who brought him in did 
not agree at all. Examination revealed a swelling on 
the left side of his head, which had a doughy feel- 
ing. There was no tenderness. There were no evi- 
dences of a fracture by palpation. The pupils re- 
acted normally. No evidences of any twitching or 
paralysis of any part of the body, and the sensa- 
tion appeared normal. The reflexes, with the ex- 
ception of a slight right-sided Babinski, were nor- 
mal. Vision normal. WHearing in both ears ap- 
parently normal. The left ear was bleeding quite 
profusely, and upon washing out the blood with 
great care with warm distilled water, a rent in the 
tympanic membrane and evidence of blood behind _it 
was seen. The warm water irrigation did not pro- 
duce any nystagmus. The x-ray picture could not 
be taken, owing to the time of the day that the 
patient was brought to the hospital, and at once 
the operation had to be done. 

Under general anesthesia I made the incision over 
the greater prominence of the doughy tumor on the 
side of the head, from the frontal to the occipital 
bone. The swelling was an edema and not a hema- 
toma. On exposing the bone there was a fracture 
extending from the frontal bone near the superior 
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orbital border, back below the superior curved 
line of the occiput. The separation of the 
fractured bones was one-sixteenth of an inch. From 
the middle of this fracture line ran several fractures 
in various directions, to the right and left. Fresh 
oozing was seen to come through one of the lower 
posterior fracture lines, so I removed this: part of 
the calvarium to find the source of the bleeding. As 
soon as that was accomplished a very free bleeding 
was seen to come from the great longitudinal sinus 
region. Exposing the exact bleeding point of the 
above-mentioned sinus, | placed my finger over the 
tear and placed a purse-string suture about the open- 
ing. There was still a great deal of bleeding lower 
down, close towards the torcular herophili. Expos- 
ing this second tear in the great longitudinal sinus, 
I was unable to apply the same management as in 
the first, owing to its close proximity to the torcular. 
I therefore placed a suture to either side of the tear, 
placing a gauze sponge over the bleeding point and 
tying the two threads over the sponge. This stopped 
the bleeding. The wound was closed except over the 
location of this sponge. Patient lived for nearly 
thirty-six hours and the coroner’s report revealed 
the ante-mortem findings. 

The interesting point was the terrific size and ex- 
tent of fractures and nevertheless the absence of 
any grave or marked symptoms of either irritation 
or paralysis. 

Case 3. A woman, aged 33 years, was thrown 
from a cable car and was picked up unconscious. 
She was bleeding quite freely from both external ears 
and inspection revealed rents in both the mem- 
branes. For the next four days there was a dis- 
charge of clear fluid in considerable quantities from 
both ears. While the patient regained complete con- 
sciousness, she could not hear the loudest noise. 
The patient received very large doses of urotropin, 
but the usual test for it in the clear fluid escaping 
from the ears did not reveal its presence. The cop- 
per reaction was positive as in normal cerebro-spinal 
fluid. After ten days, and while the patient was 
still absolutely deaf, but complained of being dizzy, 
although there was no evidence of any spontaneous 
nystagmus, I applied the caloric reaction, and very 
quickly obtained a compound nystagmus, first in 
testing qne ear and then the other. Six weeks later 
the patient began to hear and after two months re- 
covered almost complete normal hearing. 

The consultation with an otologist in this case is 
worthy of mentioning since the authority made the 
positive statement that the patient would very likely 
die from meningitis and if she did live would be 
absolutely deaf, neither of which occurred. 

Case 4. A young man, aged 27 years, was run 
over by an automobile, the wheels passing over his 
forehead. He was brought to the North Chicago 
Hospital in a stuporous semi-conscious condition, and 
it was very difficult to arovse him. Both eyes and 
eyelids were suffused with blood. The right eye had 
an external strabismus and the pupil was dilated and 
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did not react. The fundus in both eyes was normal. 
Over the right eye and frontal sinus was a soft 
fluctuating swelling, but no crepitation or movable 
fragment could be made out. 

X-ray showed a distinct fracture in three places 
right over the frontal sinus. My diagnosis was a 
fracture of the external table of the frontal sinus. 

The patient received large doses of urotropin. The 
next morning he was brighter and answered intelli- 
gently some of the questions put to him. His vision 
was double. He complained of considerable frontal 
headache, although the pulse and temperature were 
normal. Spinal puncture negative; other laboratory 
and physical examination negative. Decided on op- 
eration. Under local anesthesia, as soon as the skin 
and periosteum over the right frontal sinus were in- 
cised, I encountered a soft mass, whitish in charac- 
ter, which by immediate examination (frozen sec- 
tion) proved to be cerebral structure. Removing all 
that was on top of the depressed fragment and lift- 
ing the same out, I found that both anterior and 
posterior walls of the frontal sinus, including the 
floor and supraorbital margin, were driven into the 
frontal lobes of the brain and displaced a part of 
the brain tissue in front of it, just beneath the skin 
and periosteum. Shaving off the mangled cerebral 
tissue, I attempted to bring the dura together and 
drained. 

Patient made an uneventful recovery, including 
the disappearance of his diplopia and papillary 
paralysis. 


INTRACTABLE TIC DOULOUREAUX 


The radical removal of the Gasserian ganglion 
for the relief of the severe neuralgias, devised by 
Hartley Krause, has for a time been checked on 
account of the great mortality from this opera- 
tion, but recently, since the technic in brain 
surgery has been simplified, this procedure has 
received a new impetus, especially in the cases 
where all other methods have failed to produce 
relief. A more recent advance to produce result 
without the radical operation is the injection of 
the ganglion with alcohol. With this procedure 
I have no personal experience. 

This condition has in the last four years re- 
ceived considerable attention because many cases 
were relieved of the severe pain for various 
periods of time by the injection of alcohol into 
the nerves. The reports, especially from the 
neurologist sources, from this method of treat- 
ment are flattering. It has been my experience 
with cases that I treated by this method that it 
was of slight benefit, at least so far as lasting 
effects are concerned. 

I cite an interesting case in which the ganglion 
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was completely removed, but the patient did not 
receive the expected relief. 

Case 1. A young man, aged 26 years, had for the 
past year suffered a great deal of severe pain, which 
was distributed over the entire course of the trifacial 
nerve on the right side. When I first saw him I 
noted that almost all the teeth on that side had been 
extracted, and he had been treated by internal medi- 
cation. The almost constant pain was so severe that 
the attending physician was compelled to keep him 
under the influence of opiates. The x-ray revealed 
nothing diagnostic, nor did the physical or laboratory 
examination explain the cause of this neuralgia. I 
first injected peripherally the supraorbital, infraor- 
bital and mental nerves with full strength alcohol. 
This gave no relief. I then made a deep injection 
towards the base of the skull in the region of the 
foramen rotundum and ovale without any result, I 
did observe considerable resistance to the needle 
when I reached the skull base. I then resected the 
three nerves mentioned before and pulled them out 
of their foramen as well as from the soft tissues of 
the forehead, cheek and lower lip (neuraxeresis). 
This brought slight relief for about a week. After 
about two weeks of observation and then a con- 
sultation with a neurologist, who had declared that 
the patient was hysterical, in the worst form, prob- 
ably wanting morphin (for which he begged piti- 
fully), I decided to perform the resection of the 
Gasserian ganglion. I employed the method sug- 
gested by Cushing, namely, subtemporal resection of 
the zygoma. No difficulty was encountered in the 
technic. The middle meningeal artery bleeding was 
very easily controlled by pressure in the region of 
the foramen spinosum. The greatest care was ex- 
ercised in severing the ophthalmic branch and not 
injuring the cavernous sinus. The posterior root be- 
ing severed, the ganglion was removed, not entirely 
intact, but sufficiently preserved to find under the 
microscope that it was neuroglia structure, the same 
as a normal ganglion has. The patient recovered 
from the operation without any trouble, and for about 
three days did not complain of pain at all. Then he 
gradually began to cry from pain, now especially se 
vere in the base of the tongue. In less than a week 
he would cry aloud, the same as he formerly did, 
and required morphin to control the pain. We now 
did decide that he must be a malingerer or hyster- 
ical, and he was told that he might leave the hos- 
pital. Two months later he returned, having been 
treated in the meantime by internal medication, with 
no avail. He now showed great emaciation and a 
tumor was seen below the right ear and under the 
lower jaw of the same side. This tumor was very 


firm to the touch and was not particularly painful. 
I proposed operation, but he refused, went home and 
by personal communication I heard that he was op- 
erated on by a general surgeon for the removal of 
a tumor of the base of the skull (sarcoma), and 
that he died within a day or two after the operation. 

This case teaches that a removal of the ganglion 
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may not refieve the pain, and I have no explanation 
of it. 
EXTERNAL HYDROCEPHALUS 


Shortly after hearing the reports of L. L. 
McArthur on the operation for the relief of 
marked external hydrocephalus, a case of that 
nature came under my observation, and I de- 
cided to attempt the same procedure. 

Case. A child, one year and seven months old, 
had rickets in the severe form. It was never able 
to stand up and none of the special functions, such 
as sight and hearing, appeared to be developed. It 
never cried, and otherwie was very much malnour- 
ished. It could not lift its large head. It could 
move its legs and arms, and the reflexes were nor- 
mal. Examination of the eyes, external as well as 
fundi and muscular movements, appeared negative, 
and the ears showed no deviation from the normal. 
When asleep the loudest noise would not awaken it, 
but irrigation with cold water in either ear produced 
a compound nystagmus. The general examination 
was that of rickets and the laboratory findings, in- 
cluding a Wassermann of the blood and cerebro- 
spinal fluid, were negative. The spinal puncture re- 
vealed the fluid under pressure; otherwise it was 
normal. 

Operation: A temporal osteo-periosteal flap was 
made on the right side, the size of four centimeters, 
with the base upwards and exposing the dura. A 
skin incision was continued downwards over the 
zygoma, in front of the auricle, and over the mas- 
seter muscles. A dural flap was made, with the base 
down, and the too sudden escape of cerebro-spinal 
fluid was prevented by holding a sponge over this 
area. Making a sort of tube out of this dural flap 
and suturing it with fine catgut, its free end was 
implanted into the loose tissues, over the masseter 
muscles in the cheek. The osteo-periosteal flap was 
brought down and the entire skin incision united. 
Firm pressure bandage was applied for forty-eight 
hours, removing it at intervals of three hours, so 
as to allow an establishment of a flow. After the 
bandage was taken off there appeared a marked swell- 
ing over the entire side of the face, and on the 
fifth day an opening was established in the suture 
line, from which clear cerebrospinal fluid escaped. 
The discharge from this fistula continued for seven 
weeks, not decreasing very much. At this time the 
child developed a violent diarrhea and after three 
days died. No post-mortem was permitted. 


ENCEPHALOCELE 

The report of this most interesting case is 
made with the purpose of bringing out several 
new points in the pathology, diagnosis and treat- 
ment, with special reference to the temporal bone. 
This condition may be properly classed among 
the class of congenital brain cysts (not trau- 
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matic), with connective tissue walls, and direct- 
ly communicating with the ventricles. 

Case 1. A baby was brought to the service of 
Dr. Emil G. Beck shortly after birth, He diagnosed 
the condition as that of congenital bilateral encepha- 
locele (Fig. 1), with the following findings: No evi- 
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Fig. 1. Congenital Bilateral Encephalocele. 


dence of hydrocephalus and otherwise normally de- 
veloped and healthy child. On the eighth day after 
birth, without any anesthesia, punctured the cyst, 
resected the sac and replaced the protruding cerebral 
tissue. He then made a skin flap closure, postpon- 
ing the possible bony flap to a later date. Primary 
union resulted and by the aid of artificial feeding the 
baby progressed, so that at the end of eight weeks 
it had gained two pounds in weight. Gradually there 
was a recurrence of the encephalocele, and the devel- 
opment of a hydrocephalus, which, in spite of re- 
peated puncture and aspiration of from fifteen to 
twenty cubic centimeters of fluid, finally terminated 
fatally at the tenth week. 

Post-mortem examination: The bones of the cal- 
varium were very soft; the dura normal; the arach- 
noid and pia mater negative; no cerebrospinal fluid 
in evidence and the lateral ventricles appeared to 
be empty. In the occipital bone, close to the coronal 
suture, in the middle line, independent of the poste- 
rior fontanelle, was a defect, round and about one 
and a half centimeters in diameter. The meninges 
were continuous through this defect into the remain- 
ing sac (meningocele), which showed its previous 
operative interference, it being adherent to the over- 
lying skin. The brain showed no evidence of any 
gross lesion, and the lateral ventricles contained a 
small amount of normal cerebrospinal fluid. The tem- 
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poral bone was removed for histological examina- 
tion, to show what effect the presumed negative in- 
tracranial pressure had on the development of the 
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Fig. 2. Stereo-Radiogram of Encephalocele, Showing Foramen, 
osseous and membranous structure of the labyrinth. 
A stereo-radiogram of this temporal bone showed 
the absence of the outline of the bony labyrinth, as 

















Section of Decalcified Temporal Bone, Showing 
Poorly Developed Membranous Labyrinth. 


Fig. 38. 
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compared to normal temporal bones of the same age 
examined. The stereo-radiogram of the body, after in- 
jecting the arteries with bismuth paste, shows very 
beautifully, as well as the general skeleton. The bony 
defect in the occiput is also well outlined. (Fig. 2.) 

After decalcification and serial section of the en- 
tire temporal bone, it was demonstrated that the 
bony, as’ well as the membranous, portions of the 
labyrinth were deficient in development, especially 
the peri- and endo-lymphatic spaces, yet in the main 
the labyrinth was normally developed. The nerv- 
ous elements show many defects and post-mortem 
changes, since the post was held at least one day 
after death. (Fig. 3.) 

2551 North Clark St. 





AN ELECTRICALLY PROPELLED RO- 
TARY CHAIN-SAW AND AUTOMATIC 
TREPHINE WITH ACCESSORY 
INSTRUMENTS* 


Emit J. Hoetonp, M. D. 
CHICAGO 


In the trend of progressive technology which 
has taken place in the surgery of the body, there 
has been most remarkable progress in brain sur- 
gery. This has necessitated the production of in- 
struments better adapted for the removal of large 
bone flaps so that the brain can be examined eas- 
ily for various pathologic conditions, such as ab- 
scesses and tumors. It has been found that the 
large bone flaps are returned to place by the heal- 
ing process as easily as small ones and that in no 
way does the large incision of bone interfere with 
the patient’s recovery and subsequent health. The 
greatest difficulty, however, has been experienced 
in the great expenditure of time and energy in 
making large openings through the skull with 
existing apparatus. Dahlgren’s cutting forceps 
is slow and inefficient, and the de Vilbis modifi- 
cation, although more rapid, is still difficult to 
manage and upon the whole not entirely satis- 
factory. The Gigli saw, as well as the two pre- 
ceding instruments, must be worked by hand, 
and are not wholly devoid of danger to the mem- 
branes of the brain. 

Doyen’s circular saw, with guard (1897), with 
later improvements by Bercut (1904), Borchart 
(1906), Bartley (1907), presents unusual diffi- 
culties, because of the depth to which it runs and 
because of its large diameter, which prevents one 
from turning corners and making curves. Cryer 


*Read at a ng — | of the Chicago Medical Society, May 
7, 1913, and the South Side Branch, May 27, 1913. 
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in 1897 invented a drill-bur with guard, and 
Sudeck (1900), not knowing anything about Cry- 
er’s instrument invented a similar one which he 
called an osteotome. The same instrument was 
again reproduced by Neff as a craniatome, with 
an especial original handle which can be held 
very firmly. Martell’s French made osteotome is 
a very elaborate and heavy instrument. All of 
these instruments are made on the principle of 
Cryer’s perpendicular drill-burr, with guards of 
various sorts, but they are all large, clumsy and 
heavy, and require extremely strong motors, 
weighing from 35 to 40 pounds. With the ordi- 
nary accessories they are too heavy to be carried 
around. These instruments are mechanically very 
elaborate, and they are so complicated that they 
require very skilled attendants, and so expensive, 
that they are little short of luxury. They cost 
from $200 to $300 with the motor. The drill- 
bur must be held very firmly in a perfectly 
steady position or.the highly tempered steel will 
break off in the bone. 





FIG. 1. CHAIN-SAW WITH ACCESSORIES. 


'l'he instrument which I present to this society 
tonight is a first demonstration of an electrically 
propelled rotary chain-saw, with attachments to 
be used in trephining and with accessory burs, 
drills and circular saw, to be used in other bone 
work. 

The machine consists of an aluminum metal 
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handle through which a hardened steel shaft is 
revolving in hardened and ground steel bearings. 
To this shaft is attached at its distal end a spe- 
cially cut and hardened steel pulley, two cms. in 
diameter, in which the links of the chain‘sdw 
fit accurately and which drives the chain about & 
small round bearing” four cins. away. The-ghain- 
saw is protected from contact by a “a 
second adjustable guard, placed above, prevents 
the lower guard from depressing the brain. The 
saw edges at the lower guard are so Close together, 
due to the smallness of the bearing on which it 
runs, that the saw can turn a rather short curve. 
The distance between the cutting edges is only 
1 cm. 





FIG, 2. AUTOMATIC TREPHINE IN ACTION. 


The saw enters the skull through a trephine 
opening about 1 c.m. in diameter. The trephine 
is straight and attached to the end of the shaft. 
By a clutch so constructed that it is kept apart 
by a spring, but when pressed on the connection 
is made by the opposite flange and the trephine 
cuts through the bone, fed down by a. thumb- 
screw attached to the side. When almost through 
the bone the trephine will automatically disen- 
gage itself and stop rotating, leaving a transpar- 
ent boneplate from the vitreous part of the skull 
which is easily picked up or left in for the time 
being. This will prevent absolute injury to the 
dura mater when trephining which can be done 
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in a minute’s time without stopping. The chain- 
saw cuts from within outward and deposits the 
chips on the outside of the skull. 

By pulling the under guard upward against the 
vitreous part of the skull, the brain will not be 
depressed by the guard any more than by the 
use of the Dahlgren and de Vilbis forceps, and 
probably less. In starting the instrument the 
foot presses upon a switch, the instrument begins 
to revolve, propelling the chain-saw with great 
rapidity. The smooth surface of the guard 
presses down the dura, as the chain saw is di- 
rected forward along a pre-arranged line, so as 
not to injure the sinuses and yet cut out either a 
small or large circular shaped piece of bone as 
may have been decided upon by the operator. The 
bone edge can be made either beveled or straight. 
by tilting the instrument to any angle wanted. 








FIG. 8. CHAIN-SAW CUTTING BEVELED EDGE. 


Drills, small trephines and burs, of use in en- 
larging a bone cavity, as is sometimes necessary in 
mastoid operations, can be worked with the chain- 
saw running. When it is necessary to use the 
circular saw, the chain-saw can be left on but it is 
best to remove the one that is not used. 

The instrument is attached to the motor by 
means of a flexible shaft, at either extremity of 
which there is a universal coupling. The flexible 
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shaft and its couplings, as well as the instrument 
itself, is composed entirely of metals which can 
be sterilized ‘by heat. 

The motor is called a universal motor, that is, 
it can be used on either direct or alternating cur- 
rents without special connections. It weighs only 
three pounds. It is hung on a strap over the 
shoulder of the operator and under the sterile 
operating gown. The connection is readily made 
by an ordinary plug and a long insulated wire to 
any lamp socket. At the operator’s feet is placed 
the plate switch for stopping and starting the 


motor. 





REMOVING CALVARIA WITH CHAIN-SAW. 


FIG. 4. 


The instrument has been tested as to strength 
and I have sawed off three whole human calvaria 
at the same operation. The time consumed was 
about five minutes each, and there was no indi- 
cation of breakdown. Should the chain-saw 
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break, another one can be replaced in a moment. 
Should the electrical current give out, the opera- 
tion would be continued by using ordinary cut- 
ting forceps, as they fit into the groove made by 
the chain-saw. 

The circular saw is useful in laminectomy, and 
in transplantation operations upon the bones. The 
ball bur can be used in mastoid operations and in 
cleaning out bone foci. The drills are available 
where holes are to be made in bones either for 
a suture or for the introduction of nails, or where 
the skull is to be perforated for intracranial ex- 
ploration. 

Conclusions : 

This instrument will cut large flaps for brain 
surgery faster than any other instrunent. 

1. The flap can be beveled by tilting the in- 
strument while cutting, thereby strengthening the 
union in healing. 

3. It can be started and stopped instantly. 

4. It causes the least possible injury to the 
dura and the brain. 

5. Itis portable and weighs not more than six 
pounds. 

6. The instrument can be sold at about half 
the price of fhat of any of its predecessors. 

%. No rheostat is necessary, and it can be 
attached to any current, direct or alternating. 

8. It does not get hot, and delays for cooling 
off are not necessary. 

9. It can make the bone flap edge either bev- 
eled or straight as desired. 

I wish to acknowledge, with thanks, my indebt- 
edness to Drs. Bensley, Harvey and S. A. Mat- 
thews, of the Anatomical and Physiological La- 
boratories of the University of Chicago, for their 
kindness in permitting me to try out the instru- 
ment. 

6139 GREENWOOD AVE. 





X-RAY MANIFESTATIONS OF GASTRO- 
INTESTINAL MOTILITY* 
Cuartes A. Ex.iorr, M. D. 

CHICAGO, ILL. 

A thorough understanding of the motility of 
the gastro-intestinal tract has come to be a neces- 
sity for those who wish to interpret the Réntgeno- 
graphic findings of this tract. At the present 
time no standard of what constitutes normal mo- 
tility has been established. 


*Read at the Sixty-third Annual Meeting of the LTllinois 
State Medical Society, at Peoria, May 22, 1913. 
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In the field of gastro-intestinal motility, many 
new phenomena have been observed by Réntgen- 
ray experimentation. The evidence elicited is not 
at all in accord with many of the older accepted 
ideas of the motility of the tract, some of which 
must be discarded, and many recast, in the light 
of the numerous new facts observed by these 
means. 

While much remains to be done, and the inter- 
pretation of many of the findings are still in dis- 
pute, yet a short review of the subject at the 
present time may be of interest. 

It has been through the splendid radiographic 
work of Miss Alma Brindley, at Wesley Hospital 
in Chicago, that it has been possible for us at 
that institution to apply this method in the in- 
vestigation of our cases, and I wish at this time 
to acknowledge our indebtedness to her for the 
technical assistance that she has so freely given 
us. 

Following the leadership of such men as Holz- 
kenecht, Kaestle, Haudek, Rieder, Groedel, and 
others in Europe, and Case, Dachtler, Crane, 
Lang, Thailer, Skinner, Cole, ard others in Amer- 
ica, there has been a general awakening all along 
the line. Gastro-enterologists everywhere are on 
the alert, keenly watching every advance in tech- 
nique in the application of the Réntgen ray which 
may offer possibilities in this special field. I be- 
lieve that we have only seen the beginning of a 
wonderful advance in precision in the investiga- 
tion of gastro-intestinal phenomena by these 
means, 

Of the Réntgenologic methods that are of value 
in the investigation of gastro-intestinal motility, 
the fluoroscope, the serial radiograph, the Rént- 
genkinematograph, and the newly described bio- 
réntgenograph of Kaestle in Munich, each have 
their place. The fluoroscope and kinematograph, 
in investigating the more rapid movements in the 
oesophagus and stomach, the serial radiographic 
methods for the slower movements of the stomach 
and the mass movements of the intestinal content, 
while the bioréntgenograph of Kaestle promises 
much in the investigation of the motility of the 
colon, which is a subject that is at present but 
little understood. 

The type of peristalsis varies greatly with the 
segment of the tract investigated, and contrary to 
the older views of peristalsis, there are a number 
of well recognized forms of gastro-intestinal 
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movements which have been demonstrated, such 
as, for instance, the concentric, spasmodic con- 
traction of the whole stomach, the lesser peristal- 
tic movements of the stomach and colon, local cir- 
cular muscle spasm of any part of the tract, and 
antiperistalsis, forms of intestinal motility which 
were entirely unknown, or only guessed at, before 
the perfection of the technique of Réntgenology 
as applied to gastro-intestinal investigation. 

As to the motility in the esophagus, little need 
be said. The bolus of food slips down over the 
dorsum of the tongue and passes through the 
esophagus with great rapidity. Apparently the 
peristaltic muscular wave is assisted by gravity. 

- In the normal stomach one to three peristaltic 
waves, i. ¢., the one, two, or three cycle type, may 
be seen in process of contraction at the same time 
after a bismuth meal. This varies greatly in 
pathologic conditions, may be totally absent in 
the atonic stomach, or much increased in the hy- 
pertonic types, which latter may show as many as 
six or seven peristaltic waves at the same time. 
The number of peristaltic waves, seen under these 
conditions at one time, apparently bears a direct 
relation to the functional activity of the stomach, 
being much increased in conditions associated 
with hyperchlorhydria and much reduced in 
atony. 

Peristaltic waves follow each other in regular 
succession. Little or no peristalsis is seen in the 
fundus but is first seen in the pars media at 
about the junction of the middle and upper thirds 
of the stomach, the contractions become more dis- 
tinct as they progress pyloruswards, and at the 
antrum form deep concentric contractions, which 
were formerly considered to form the so-called 
sphincter of the antrum, first described by the 
noted Canadian Beaumont in the case of Alexis 
St. Martin. That there is no real sphincter in 
the antrum has now been definitely demonstrated. 

With the arrival of the wave at the pars pylor- 
ica, the pyloric sphincter allows a portion of the 
content to pass over into the bulbus duodeni. 
This relaxation of the sphincter is undoubtedly 
actuated by reflexes, such as that described by 


Hirsch and v. Mering, but there still remains. 


much obscurity and confusion as to the exact 
operation of these influences. 

Periodicity is a regular feature of stomach mo- 
tility, alternating periods of activity and rest 
being present in both normal and pathologic 
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states. In conditions associated with pyloric 
stenosis the stomach may fairly writhe in its 
activity, whereas no motion at all may be observed 
during the periods of rest. 

The greatest peristaltic activity occurs in the 
antrum, and in the event of pyloric stenosis the 
force thus applied results in a pouching out of 
the stomach wall about the pylorus, which pouch- 
ing is often asymmetrical and is apt to be most 
marked at the distal end of the greater curvature, 
producing the so-called “prognathism” or “un- 
dershot” appearance of the antrum. 

In addition to the regular peristaltic waves, 
above described, smaller contractions are to be 
seen in the wall of the stomach. These small, 
although rapid contractions, are evidently inde- 
pendent of the larger, regular, peristaltic contrac- 
tions. Their exact significance is unknown, but 
they are supposed to aid in the mixing of the 
gastric contents. 

Antiperistalsis is frequently seen upon the 
fluoroscopic screen. The waves start in the antrum 
and disappear in the pars media. Just what is 
the exact significance of this phenomenon is not 
known. It often occurs in pyloric stenosis, but 
may occur independently of this condition. 

A pecularity of stomach motility, only demon- 
strable by the Réntgen ray, is the tendency of the 
circular muscle fibres to contract, and remain in 
tetanic spasm, in segments, upon irritation, pro- 
ducing the so-called “physiologic hour-glass 
stomach.” This is shown in the plate, as a sharp, 
deep, incisure in the greater curvature, which is 
more or less constant, and in the case of a patho- 
logic lesion, such as a small ulcer, is in the seg- 
ment of the lesion. Such sharp, more or less per- 
manent contractions in the greater curvature have 
been described in certain general nervous diseases, 
such as hysteria and tabes dorsalis, but in these 
general diseases, the circular muscle spasm tends 
to vary in its exact location, which is not true of 
the circular muscle spasm due to local pathologic 
lesions in the stomach itself. 

The physiologic hour-glass stomach, with its 
sharp, regular incisure, is in marked contrast to 
the “anatomical hour-glass stomach,” with its 
more extensive involvement of the stomach struc- 
ture, its less steep and irregular outline and ir- 
regular base, as found in carcinoma or chronic 
callous ulcer. 

The irritability of the circular muscle fibres of 
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the stomach, thus demonstrated in the physiologic 
hour-glass stomach, is, to my mind, the analogue 
of the excessive spasms of circular fibres as seen 
in the esophagus, in cardiospasm and pyloro- 
spasm, conditions which have been known for a 
long time, without adequate explanation of their 
pathogenesis. 

The evidence brought forth by Réntgenology 
tends to show that the circular muscles of the 
gastro-intestinal tract everywhere are easily sus- 
ceptible of tetanic contraction, as a result of local 
or general irritation. To my mind an ultimate 
explanation of cardiospasm and pylorospasm 
seems likely as a result of Réntgen ray experi- 
mentation. 

The hour-glass contraction is of great diag- 
nostic value, for it is in the segment of the con- 
traction that you are apt to find the lesion, and 
any irregularity of the stomach outline opposite 
such contraction may be considered pathologic 
(Houdek’s diverticula). The more permanent the 
hour-glass contraction, as to location, the more 
certain it is to be evidence of a pathologic lesion 
in the segment of the contraction. 

The time the stomach takes to empty itself is 
of the greatest importance, and, to my mind, it is 
only possible to determine this accurately by 
means of Réntgen ray methods, which are al- 
ways definite and convincing, at least as far as 
this particular finding is concerned, whereas the 
tests to determine this by means of the stomach 
tube are notoriously misleading. 

The stomach may empty itself precipitously, 
within a very few minutes after taking the bis- 
muth meal under certain pathologic conditions, 
the average time in health being somewhere 
around three or four hours, while anything over 
six hours may be considered abnormal. 

After all it seems probable, as Dr. William 
Mayo has long maintained, that the principal 
function of the stomach is its motor function, it 
being a sort of hopper, to receive food and pass it 
onward, its other functions, of digestion, etc., be- 
ing secondary considerations. 

I am convinced that there is no one position 
of the stomach which may be considered “nor- 
mal,” but that there is a great variation as to 
size, shape and position of this organ which may 
be considered to lie within the normal range. That 
the stomach dips down into the pelvis may not of 
itself be considered an abnormal condition. The 
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greatest variation as to this is observed in evi- 
dently normal individuals. : 

Evidence is accumulating that the stomach be- 
gins to empty itself immediately after a meal, and 
this regardless of the acidity of the stomach con- 
tents. In most of the series of plates studied, 
where the pylorus was at all patulous, I have 
found that within twenty minutes after taking 
the meal the head of the bismuth column had 
already traversed many feet of the small intes- 
tine, and often one cannot take a radiograph rap- 
idly enough but that a considerable amount of 
bismuth has already passed the pylorus. 

With the development of this phase of Réntgen- 
ology, the first portion of the duodenum (the 
bulbus duodeni), has received special attention, 
much of which has been undeserved, due to the 
fact that it usually stands out prominently upon 
the plate. The bulbus duodeni has a constant 
and definite appearance upon the plate, during 
the systole of the pyloric end of the stomach, any 
variation of which, within normal limits, should 
receive due consideration in the interpretation of 
the plate. It fills intermittently with bismuth im- 
mediately that the bismuth reaches the stomach, 
and bismuth may usually be demonstrated in the 
bulbus as long as bismuth remains in the 
stomach ; sometimes it is demonstrable here long 
after all traces of bismuth have left the stomach. 

The pyloric end of the stomach and ths bulbus 
duodeni stand out prominently and distinctly, 
delineating the pylorus, during the systolic phase 
of peristalsis of the antrum, and any variation 
as to the ability of the pylorus to relax, or of the 
bulbus to fill, may often be made out. - 

While the bulbus duodeni is usually demon- 
strable upon the plate, as a characteristic shadow, 
yet even in normal conditions the stomach may be 
rotated upon its long axis, in such manner that 
the shadow cast by the stomach itself is superim- 
posed over that of the first portion of the duo- 
denum, rendering the pylorus and duodenum in- 
visible. 

The bulbus receives the intermittent jets of 
gastric content at each systole of the antrum, ex- 


panding with the impact, but as rapidly con- 


tracting, leaving little or no trace of its location 
when the peristaltic wave has passed onward. 
The second and third portions of the duodenum 
are invisible under normal conditions. The bis- 
muth column appears again first at about the . 
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middle of the greater curvature, where the shadow 
cast by the jejunum is seen emerging from be- 
hind the stomach. 

It is interesting to note that the uniformly 
dense shadow cast by the bismuth in the stomach 
and the bulbus doudeni is in marked contrast to 
the finely granular and much less distinct shadow 
cast by the bismuth in the jejunum and the upper 
ileum. Undoubtedly the explanation of this lies 
in the fact that the bismuth meal is hurried 
through the entire length of the upper small in- 
testine in a remarkably short space of time, dur- 
ing which time the chyle is in intimate contact 
with the mucous membrane of the small intestine, 
the tube being collapsed, the surfaces in close 
apposition, and peristalsis extremely active. The 
shadow cast by the bismuth during this phase of 
its passage is indistinct, granular in appearance, 
and under normal conditions never homogenous 
or dense. It is only when the bismuth reaches 
the terminal ileum, or the caecum, that it again 
coalesces into a more compact mass which casts a 
homogenous shadow. 

Under normal conditions, about one hour after 
taking the bismuth meal it begins to collect in a 
continuous column in the terminal ileum, which 
occupies a characteristic position in the pelvis, the 
so-called pre-cecal convolution extending upward 
from the pelvis to join the cecum. 

Of late considerable attention has been focused 
upon the ileo-cecal walve, and there is a mass of 
radiographic evidence accumulating to indicate 
that this structure is of great value, performing 
the work of a true valve, it being able to with- 
stand immense pressure, thus assisting in forcing 
the intestinal content in a positive direction and 
preventing the regurgitation of the content of the 
colon back into the ileum. Considerable evidence 
as to the competency of the ileo-cecal valve may 
be elicited by means of Réntgenologic methods. 
Immense dilatation of the cecum, with associated 
relative incompetency of the ileo-cecal valve due 
to the dilatation, with resulting stasis in the ter- 
minal ileum, may easily be made out in certain 

_ cases. 

The competency of this valve would no doubt 
play a part in determining the flora of the ter- 
minal ileum, and in preventing gas from being 
forced back into the ileum. It is an interesting 
fact that while accumulations of gas are uni- 
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formly noted in the colon, it is rarely seen in the 
ileum. 

The early arrival of the bismuth at the cecum, 
after its hurried passage through the small in- 
testine, is indicated by a dense shadow, which be- 
gins to form in about an hour after taking the 
meal, and remains in this position for a rela- 
tively long time. 

The course of the bismuth is much slower 
through the transverse and des¢ending colon. 
Here it forms a more or less continuous column, 
with definite and distinct segmentation, corre- 
sponding to the sacculations of the colon. Nor- 
mally at six hours all traces of bismuth have dis- 
appeared from the stomach, and the head of the 
bismuth column is at the hepatic flexure. 

At twenty-four hours, the bismuth may be 
demonstrated irregularly over the entire length 
of the colon, with a tendency to collect in masses 
in the cecum and in the ampulla of the rectum. 
Just how peristalsis takes place in the colon is 
not known at the present time. 

Evidently the chyle, in its passage through the 
small intestine, loses little of its bulk, but is 
thrown as a liquid, en mass, into the cecum, after 
which the process of absorption of the liquid parts 
takes place, during which process the content of 
the colon becomes gradually inspissated to semi- 
solid consistency.. This process of absorption of 
the liquid elements of the intestinal content is an 
important function, when you come to consider 
not only the large amount of fluids taken by 
mouth but also, in addition, the large amount of 
gastric secretion which is passed on to the colon — 
to be absorbed there. 

Radiographic evidence points to the truth of 
the pat saying that, “we drink with our cecums.” 

It is very interesting to find that in health the 
appendix rapidly fills with bismuth, and again 
empties itself, when the bismuth column is in this 
part of the colon. It is easily demonstrable upon 
the radiographic plate when the shadow cast by 
the caput coli does not lie superimposed over it, 
whereas by using the fluorescopic method the ce- 
cum may be manipulated away from the appen- 
dix, thus bringing it into view. 

The splenic flexure seems to be about the only 
part of the colon that has a more or less fixed 
position, being held by the phreno-colic ligament, 
and even this is not always a constant point of 
fixation. Undoubtedly the colon, and also the 





| 
i 
i 
i 
i] 









stomach for that matter, are to be considered 
mobile organs, varying their positions from time 
to time, without a definitely fixed position. Cer- 
tainly the most varied and bizarre arrangements 
of the flexures of the colon may be demonstrated 
in normal individuals. 

I am convinced that but little stress can be 
placed upon the varying grades of “ptoses,” 
which have received so much attention of late, for 
almost every. variety may be demonstrated in 
otherwise normal individuals. To my mind, only 
those ptoses which are associated with demon- 
strable mechanical interference, or with. destruc- 
tive stenosis, may be considered pathologic. 

From radiographic evidence the colon may be 
divided into two parts, each with a distinct func- 
tion, motility and nerve supply. The first, in- 
cluding the caput coli to the hepatic flexure, is 
evidently occupied in the process of absorption of 
liquids, is actuated by a nerve supply derived 
principally from the vagus, and its motility is 
manifested upon the plate by the so-called small 
colon movements, these evidently being small con- 
tractions of the circular muscles probably asso- 
ciated with the function of mixing the contents. 
The second, including the transverse and de- 
scending colon, is evidently occupied in the pas- 
sage of the inspissated content analward is act- 
uated by a nerve supply derived principally from 
the pelvic plexus, and its motility, as shown upon 
the radiographic plate, is that of a slow peristal- 
sis, the exact movements of which have not been 
definitely described and which are closely asso- 
ciated with defecation. 

The sigmoid and ampulla of the rectum form 
a receptical at the terminal colon, which when 
filled with bismuth, has a definite and characteris- 
tically lobulated appearance upon the plate. The 
exact mechanism of the motility of this part of 
the tract is not definitely known. 

Antiperistalsis has come to be considered an 
important factor in the motor function of the 
colon. Arriving in mass in the ampulla of the 
rectum, the bismuth may later be drawn back 
into the colon and destributed along its entire 
length, probably to the cecum itself. This can 
only be explained on the basis that the intestinal 
content is worked forward and back, by peristal- 
sis and antiperistalsis, during the drying-out 
process, an observed fact not only offering a new 
foundation for a classification of constipation, but 
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also a ready explanation for many clinical facts 
observed in regard to the behavior of the large 
intestine. 

DISCUSSION 


Dr. William R. Cubbins, of Chicago: I think that 
one thing should be added in tests of bowel motility. 
I feel that a great many of them have been made 
with an empty gastro-intestinal tract. I am very 
much interested in the results of these tests where 
there has been no specific emptying of the tract, and 
the bismuth taken in a meal in such a way that the 
food will get to the jejunum in a solid character. 
The work of Cannon, published several years ago, in 
regard to this subject, showed that the stomach did 
not empty itself so completely when there were large 
particles as when the contents were fluid. And he 
also showed very distinctly that the jejunum did not 
pass the food on so rapidly when of a solid charac- 
ter. The constrictions were at different points, four 
to six inches apart, and there seemed to be no definite 
relation as to where they would take place. In be- 
tween these two constrictions there was a marked 
churning back and forth of the food substance. In 
the radiograms that I have seen of the jejunum and 
stomach in these cases, nothing of this has been 
shown. : 

As regards the normal position of the colon, I be- 
lieve that a perfectly normally located colon bears a 
definite relation to the umbilical region. I think that 
pictures of males with firm abdominal! walls, before re- 
laxation occurs, would show the colon in that position. 
I do not believe it is possible to find the colon in that 
position in the female type, where a lacing has been 
indulged in, because one set of organs must go down 
and the other must go up, or something of that kind 
occur. However, the thing that we are interested in 
is the question of what a displaced colon can produce, 
or if the displacement of the colon is the factor in 
dragging down the stomach. If the displaced colon 
drags down the stomach, then a short-circuiting of that 
colon to the rectum should allow the stomach to as- 
sume a posture that is normal, and that does not oc- 
cur, or rather, I should say has not occurred in the 
cases that I have short-circuited. The fact remains 
that the stomach hangs completely into the pelvis in the 
cases upon whom I have made this rectal anastomosis. 

The next question in the short-circuiting proposition 
is as to whether it would be of value to remove or 
leave the colon? In the cases that I have radio- 
graphed lately in which I have made short-circuiting 
operations, I find that there is a tendency of the con- 
tents of the rectum to regurgitate back into the 
ascending colon. Lane contends that the colon drags 
the stomach down. Rovsing of Copenhagen contends 
that the stomach has dragged itself down. Rovsing 
has raised and fixed the stomach to the anterior ab- 
dominal wall, and claims to have brought about 
complete relief of the symptoms of indigestion, and 
the various other conditions. 

















Nov. 1913 


It remains to be seen just where the right lies be- 
tween these two theories. 

Dr. C. G. Grulee, of Chicago: It might be inter- 
esting in this respect to note a couple of findings 
that have been made recently in regard to the 
pediatric field. Ladd, of Boston, has taken radio- 
graphs of children with normal stomachs and found 
a very great variation in the length of time it took 
to empty the stomach. Whereas we have ordinarily 
thought that on breast milk the child’s stomach 
would empty in two to two and a half hours, he has 
found one or two cases where it took as long as 
five hours to empty. 

Another interesting series of observations are those 
of Pisek, of New York. One was a case of pyloro- 
spasm, and he tried to estimate whether the child 
should be operated on or not by the relation of the 
passage of the bismuth meal through the pylorus. He 
found in the normal infant the bismuth passed 
through in thirty to sixty seconds, whereas in the 
case of congenital pyloric stenosis there was prac- 
tically no passage, or possibly only a very slight 
amount, and in the pylorospasm it was delayed ac- 
cording to the severity of the spasm. 





COMPULSORY STERILIZATION AND 
SEGREGATION OF THE MENTAL 
DEFECTIVE* 

H. M. Carey, M. D. 

ODESSA, DEL. 

Mr. Chairman and Gentlemen: There is no 
problem of today any more important to the 
Government, the medical profession, or the public 

at large than this. The poet’s statement: 

“Tll fares the land to hastening ills a prey, 

Where wealth accumulates and men decay” 

is surely applicable to this question. I take it 
that reference is made not to the actual decay of 
mortal flesh of the individual man, but to the 
decay of the human race, and if ever any country 
faced this particular problem at any period of its 
history, our country is facing it today. 1 grant 
you, that the solution of this problem will not 
create a Utopia, but with its solution must come 
the solution of other problems bearing upon the 
institutions of our race, in its pre-eminent mas- 
tery of all things. 

Further, “To thine own self be true, and it 
must follow, as night the day, that thou canst be 
false to no man.” Each individual owes it to 
himself to take such steps as are necessary to 
protect his own posterity. Hence the reason for 
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the toil, the trials, the tribulations of the en- 
lightened members of the human race, who are 
striving, in their brief span of life, to lay aside 
enough of this world’s goods that their children 
and their children’s children may reap the bene- 
fits thereof. For this reason exist the large cor- 
porations, the vast amount of money invested in 
insurance. What benefit is to be derived from all 
this struggle if the individual for whom the strug- 
gle is made is mentally defective, owing to a lack 
of care in the mating of his parents? In an 
eastern institution there is today an individual 
who has been endowed with an unlimited amount 
of worldly goods, and yet, through a hereditary 
taint, he is deprived of his liberty, is costing the 
state thousands of dollars, besmirching the lives 
of honest men, and but for the fact of a crime 
committed, owing to this mental defect, he would 
be at large to transmit his taints to posterity, 
through the coming generations. 

There is not a single field of thought interesting 
the students of the day, with which this question 
of the mental defective is not intimately inter- 
woven. “Hours of Labor for Women and Chil- 
dren,” “The Health and Sanitation of Working 
Places,” “The School and Education Problem in 
General,” The Courts, Petty Criminals, Jails, 
Almshouses, Insane Asylums, Reformatories, 
“Better Housing Conditions,” and the so-called 
“White Slave Traffic,” are all closely related to 
this problem. 

We are all familiar, to a more or less extent, 
with the “Mendelian Law,” and we have heard of 
“Recessives” and “Dominants” until we have 
grown weary in listening. Each individual treat- 
ing the subject evolves a new, fine-spun theory re- 
plete with more or less euphonious terms, but the 
facts still remain that the defective is here; that 
he is increasing, and with much more rapidity 
than the normal individual, and it is my purpose 
mainly to show the enormity of the problem, and 
what might be expected as a result of its proper 
solution at this time—to interest Mr. and Mrs. 
Common People in this subject, as they are not 
awakened to its enormity, for, when they are 
awakened, the cry for the proper treatment of 
these individuals will sweep from the coast of 
Maine to that of California, and from the Great 
Lakes to the Gulf of Mexico in an overwhelming 
wave. Those of us who are particularly inter- 
ested in this problem, at this time, do not expect 








to solve it through any personal effort, as the 
task is too colossal to be undertaken by individ- 
ual effort. What we do hope to accomplish, how- 
ever, is this awakening of the people en masse, 
and to follow the celebrated edict of Daniel 
O’Connell “Agitate—Agitate.” 

Glittering generalities are surely devoid of 
facts, consequently, I shall quote concrete ex- 
amples. 

The report of the special committee on the 
prevention of feeble-mindedness in New York 
state, which was most carefully prepared, after 
long investigation, states that there is at least 
one mental defective individual to every three 
hundred of the general population. This is a 
most conservative estimate. The report also 
states that the ratio is increasing rapidly. 

In the state of Indiana, a study made in con- 
nection with 511 families, in which there were 
known to be mental defectives, yielded the follow- 
ing figures: 

Total number of persons in 511 families, 1,924. 

Supported in public institutions, 1,334. 

Feeble-minded, 1,249. 

Insane, 54. 

Otherwise defective, 44. 

Illegitimate, 267. 

One or both parents defective, 1,024. 

In the state of Pennsylvania, at this time, 
there are from 15,000 to 18,000 defective individ- 
uals who are not receiving care and attention. 
Some few years ago they constituted but a small 
percentage of the population. Today this has 
increased, partially due to the fact that we 
are better able to recognize the condition, but 
more particularly due to the fact that no re- 
striction has been placed upon them, and that 
they have been allowed to multiply both within 
and without the bonds of matrimony. 

Kindly bear in mind that this condition is a 
defect, not a disease. It is largely hereditary; it 
is incurable; it is increasing. It is costing the 
community more each year, and this cost con- 
tinues to increase directly in proportion to the 
number of individuals. Also bear in mind the 
fact that once defective, always defective. Envi- 
ronmental conditions may be changed, the in- 
dividual can be properly cared for; he is happier 
and better, but he is not cured. That the condi- 
tion is hereditary goes without question. 

Case 1. J. O. Father’s grandfather an individual 
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of the “Barnaby Rudge” type—the village fool. Who 
has not seen numbers of this type? Father’s father— 
feebleminded. Father—owing to the fact that his 
father married into family of considerable mental 
ability—is a high grade imbecile. 

This case—J. O.—a lower grade imbecile than any 
of the others in the strain. Father was raised in an 
institution in the west. At the age of 20 he was 
given $25.00 and told to depart and make his way in 
the world. This feebleminded boy is the result. 
Fortunately, the strain is liable to be limited to this 
one child, and yet it is impossible to tell the untold 
number of feebleminded and otherwise mentally de- 
fective individuals who may spring from this one 
person if not properly cared for. 

Case 2. A most beautiful example of mental de- 
ficiency. This case is costing the State today $1,700.00 
for the care and maintenance of those individuals 
who are receiving institutional care, and yet who can 
tell just how much this family is costing the com- 
munity, aside from the institutional care? How many 
fires have been started by this family? How muc¥ 
time and attention have been devoted to it, by the 
charitable organizations? How much effort is being 
practically wasted, in order to keep this family up 
te the plane of the average individual? 

Your attention is called to the fact that the 
condition is manifestly more grave in each gen- 
eration. The condition is not only hereditary, 
but the offspring of every mentally defective in- 
dividual is himself or herself defective. Given 
the mating of twe such mentally defective in- 
dividuals, and every single individual member of 
the offspring will be mentally defective, and of a 
lower grade than the parents. In proof of the 
fact that the condition is increasing, one has 
but to look at the family tree of any of these 
particular groups. How many families are found 
in the better walks of life who have more than 
one or two children? How many of this par- 
ticular class with less than six—up to twelve, and 
even up to twenty? 

Again, why should these individuals be segre- 
gated? .If for no other reason than the selfish 
one of self preservation, or, if you wish to place 
it on a more lofty plane, the preservation of the 
human race. 

Again, these individuals should be segregated 
because it is exceedingly expensive, in time, effort 
and money not to segregate them. One has but 
to point to the appalling record of the mental 
defective, in connection with the petty crimes. 
The large percentage of the petty crimes not only 
in the large cities, but in the rural communities, 
are committed by this class. I have a concrete 
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example in mind, of an individual, who spent the 
greater part of his life within a few miles of a 
public institution; though known to be mentally 
defective for years he conceived some fancied 
wrong done him by a family tliat had been most 
kind to him, and, after having been denied ad- 
mission to the household, owing to some improper 
advances made to a young member of the family, 
he returned in the dead of night, set fire to the 
buildings, destroying from twelve to fifteen thou- 
sand dollars worth of property, jeopardized the 
lives of the family, and is still at large. 

This large percentage of criminal cases is due 
to the fact that we have either not recognized our 
responsibilities or have hidden our heads as the 
ostrich, and refused to acknowledge existing con- 
ditions. Those of us who have not awakened to 
our responsibilities are not blameless, but how 
much to be censured is he who scoffs at the idea, 
and blatantly proclaims that the problem of fee- 
blemindedness is only a myth, and states that 
nature’s laws will work out our salvation. Have 
your beautiful buildings, your magnificent boule- 
vards, your collossal business enterprises arisen 
from copying the worst examples set before you? 
Improvement is the order of the age, and must 
be applied to the human race as well as its en- 
deavors. These individuals should be segregated 
from the fact that it is not right or just to com- 
pel them to take their place in the struggle for 
daily existence in the every day world. The com- 
munity should provide these individuals with care 
not only for their physical and bodily wants, but 
with protection from the aggression of their more 
fortunate fellows. Is it right or proper for these 
individuals to be allowed to roam at large, the 
tool of unscrupulous individuals? To force them 
into sweat shops, to work for a mere pittance? 

So much for the enormity of the problem, what 
is its solution ? 

First, every case of mental defect should be 
reported, as it is just as important, even more 80, 
to report these individuals as it is to report small- 
pox, scarlet fever, diphtheria, and a host of other 
ills to which human flesh is heir. The individual 
should, at the age of six, be placed in an institu- 
tion for a period of observation, from six months 
toa year. Proved a mental defective, the individ- 
ual should be segregated in the proper institution 
for life, with this proviso, that at the age of 
twenty, if the families can prove that they are 
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in position to properly care for the individual, he 
or she may be removed, provided first that the 
operation for the prevention of procreation shall 
be performed. 

Along with this, we must have proper marriage 
laws—not only have them, but enforce them. 
Every individual applying for a marriage license 
should be compelled to produce evidence of physi- 
cal, mental and mora] health. Sterilization must 
be used as an aid to segregation. 

The program as outlined would be lengthy and 
expensive, but not nearly as expensive as to con- 
tinue our present methods. In our state, an out- 
lay of $25,000,000 would solve the problem ef- 
fectually—a collossal amount, and yet, with all 
the money spent today for good roads, good capi- 
tals, jails and almhouses, an outlay of this amount 
for good citizens is surely justifiable. 





INHERITANCE OF SOME OF THE ELE- 
MENTS OF HYSTERIA* 


Cuas. B. Davenport, Pu. D. 
COLD SPRING HARBOR, N. Y. 


Recently I have had an opportunity to examine 
the results of field study upon the families of 25 
inmates of a girls’ home. Not only the inmates, 
but many other members of the same fraternity, 
of the fraternity of the father and mother and 
their first cousins show a congeries of types of 
behavior that occur again and again with strik- 
ing frequency. There is much feeble-minded- 
ness; the commonest age test by the Binet test 
for these girls of 17 to 20 was 11 years. Epi- 
lepsy is common. There are 46 cases of insanity 
in the close relatives of the 25 patients, including 
three specified as typical maniac depressives and 
five specified as malancholia ; there were four cases 
of suicide and one of paranoia; also 11 cases of 
senile dementia, two of dementia paralytica, and 
two of delirium tremens. Violent temper, threats 
of suicide, love of fabrication, impulses to steal 
and to set fire to buildings, profane and obscene 
speech, and great indolence are all associated with 
violent erotic tendencies. And all of these traits 
showed themselves to have a marked hereditary 
basis. 

In considering the significance of this complex 
of symptoms, it soon appeared that we have here 
to do with many of the principal elements of 
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hysteria, without the striking motor symptoms 
frequently found in that condition. Indeed, the 
summary of hysteria as given by Jelliffe in 
Osler and MacCrae’s System of Medicine, V., 825, 
quoting Schnyder, “the persistence in adult life 
of the childish type of reaction to the facts of 
life,” agrees admirably with the findings in this 
study. 

On account of the frequent association of vio- 
lent temper and eroticism with feeble-minded- 
ness in the families of these hysterical girls, I en- 
tertained the hypothesis that these characteristic 
traits would all prove to be like typical feeble- 
mindedness, recessive in the Medelian sense, i. e., 
be inherited as a biological defect. Upon analy- 
sis, kleptomania did, indeed, prove to behave-as 
though dependent upon a biological defect, such 
that when, in the makeup of both parents, the 
determiner that makes for honesty is lacking it 
will be lacking in all the children, while if either 
parent is honest at least half of the children will 
be so also. But the two traits of violent temper 
and eroticism are inherited in a different fashion ; 
namely as a Mendelian dominant. There is never 
a generation in the direct line that is skipped. 
Though one side of the house be without a ten- 
dency to such behavior while the other side have 
the tendency at least half of the children will 
have the tendency. 

The behavior in heredity of violent temper and 
eroticism is therefore in striking contrast with 
the behavior of feeble-mindedness and we may 
designate the hysterical condition as one of fee- 
ble-inhibition in contrast to that of feeble-mind. 





HEXAMETHYLAMIN IN OPHTHALMOL- 
OGY.* 
Harry 8. Grapzez, M. D. 
CHICAGO 
That hexamethylamin is to a certain extent 
an antiseptic upon its excretion into the urinary 
bladder has long been known and the clinical 
value of this fact is well established. It remained 
for Crowe in 1905 to show that the drug, after 
its ingestion by mouth, is excreted into other 
cavities of the body and there can exercise a bac- 
tericidal effect. His work was mainly in connec- 
tion with the gall-bladder and the spinal cavity, 
and he was able to prove a complete sterilization 
‘Read at the Sixty-third Annual Meeting of the Illinois 
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of these spaces by hexamethylamin alone. In in- 
fections of the middle ear and of the accessory 
sinuses of the nose, the drug has-been used for 
some time by clinicians. But the good results 
following its use were but incompletely under- 
stood and there were no experimental facts to 
show any direct connection. 

In 1909 I started to experiment with the ex- 
cretion of hexamethylamin into the eye. The re- 
sults I obtained were published in 1911 and will 
bear a brief repetition here. The drug, when ex- 
ereted by the body fluids, undergoes a breaking 
down and is eliminated partly in the form of the 
drug itself, and partly in the form of formalde- 
hyde. Chemically, it is almost impossible to differ- 
entiate these two quantitatively, and hence the 
eliminated product will be spoken of as formalde- 
hyde, while the ingested drug will be called 
hexamethylamin. The chemical proof of the 
presence of formaldehyde is simple, but the quan- 
titative reaction is extremely difficult. However, 
a comparative quantitative test is shown by the 
varying colors of the end reaction of the Hehner 
test. 

The experiments were conducted upon rabbits, 
which were fed with varying amounts of hexa- 
methylamin. At various lengths of time after in- 
gestion, the anterior chambers were punctured 
and the aqueous thus obtained was tested for the 
presence of formaldehyde. The bactericidal 
powers of the aqueous were also tested. My ex- 
periments showed that formaldehyde is excreted 
into the anterior chamber in about two hours 
after its ingestion per mouth as hexamethylamin 
and that the maximum concentration is reached 
in about seven hours. For even twenty-four 
hours, its presence can still be proven chemically. 
The maximum concentration reached is about one 
part of the drug in ten thousand of aqueous. This 
concentration is markedly increased after punc- 
ture of the anterior chamber and the exact 
amount of the drug in the second or newly 
formed aqueous cannot be accurately estimated. 
The local use of mydriatic also increases the con- 
centration, although not to such an extent. A 
miotic, however, causes less formaldehyde to be 
excreted than in the normal eye. Even the maxi- 
mum concentration of aqueous was not sufficient 
to inhibit the growth of virulent organisms in the 
test tube although it was impossible to obtain a 
growth of virulent organisms in the eye itself 
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after feeding the experimental animal with hexa- 
methylamin. 

The importance of these investigations is not 
in proving that we have a bactericidal agent in 
hexamthylamin that can eliminate an infection 
after its conception, but rather that a drug, well 
known as a powerful bactericide, is excreted into 
the eye and htere has the possibility of inhibiting 
the advent of a serious infection. In other words, 
the experimental end will show that the drug can 
be eliminated by means of the aqueous and tears, 
but the clinical value of this drug will have to be 
proven by long continued clinical observation. 

In the last three years I have used hexamethyl- 
amin in every case of ocular infection and in 
every case of possible ocular infection. I have no 
positive data upon which to base the result of my 
observations for you can easily understand how 
impossible it is to have definite proof of the pre- 
vention of an infection. In infections already 
established, hexamethylamin does not show itself 
to be of great clinical value and the results ob- 
tained from its use seem to be minimum. How- 
ever, I believe it to be of some value in retard- 
ing the reproduction of the organisms already 
present and flourishing. 

The great clinical value of hexamethylamin, to 
my mind, lies in its use as a prophylactic against 
infection. During the past two years I have had 
the local surgeon at one of the wire mills give 
large doses to every man immediately upon suf- 
fering a perforating injury of the eyeball. Dur- 
ing this period of time, I have not had a single 
case of panophthalmitis develop where my in- 
structions have been followed, and only one case 
of endophthalmitis septica. During the two years 
preceding, approximately three cases out of every 
ten lost the eye because of a panophthalmitis de- 
veloping within the first forty-eight hours. This 
may be mere coincidence, but I believe that I am 
justified in attributing the results to the free 
and early use of hexamethylamin. Every single 
case of intra-ocular operation is given hexa- 
methylamin for at least two days preceding and 
for four days following operation. Here, too, my 
results have shown a remarkable freedom from 
infection. 

As is shown above, I have no positive data upon 
which to base my clinical views, but my own per- 
sonal impression, gained from extensive clinical 
observation, is that hexamethylamin is a drug of 
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great value in ophthalmology. It is to be re- ~ 
garded as a prophylactic rather than as an anti- 
septic and many eyes that would succumb to in- 
fection can be preserved by the early and free 
use of this valuable agent. 





THE ROLE OF THE TARSUS IN 


TRACHOMA.* 
H. W. Wooprvrr, M. D., 
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I once heard a well known professor of the 
practice of medicine say to his students that the 
presence of an organ or tissue could not be con- 
sidered as among the causes of its disease. While 
this statement is manifestly true, the surgeon is 
very busy removing certain diseased organs and 
tissues which are not only not essential, but which 
in certain altered states are detrimental to the 
individual’s well being. It is now well known 
that trachoma owes much of its treatment resist- 
ing reputation to a chronic tarsitis. We know 
that were the tarsal plates absent the later course 
of the disease and especially the complications 
would be greatly modified. The anatomical and 
physiologic importance of this dense fibrous tis- 
sue of the lids is evident. With the septum orbi- 
tale with which it is continuous, it forms an en- 
tire layer of the lid. It gives form and frame- 


_work and proper density to this structure. It 


contains essential granular structures. It fur- 
nishes attachment for the lid muscles. It gives 
protection to the eyeball. On the contrary, when 
chronically diseased all of these functions may 
be altered and instead of protecting the eye it 
may become an actual menace. 

Trachoma is unique among conjunctival in- 
flammations. The most severe cases of gonor- 
rheal conjunctivitis do not involve the tarsus at 
all. Papillary hypertrophy of the conjunctiva 
is found in connection with every long standing 
irritation of this membrane. It is found in sim- 
ple forms of chronic conjunctivitis, in the con- 
junctiva exposed to trauma by ectropion, and 
after acute blenorrhea. Yet from none of these 
does involvement of the tarsus occur, at least 
primarily. On the other hand it is doubtful if 
any case of true trachoma leaves the tarsus un- 
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involved. If one were to have such an experience 
he would question his diagnosis. Raehlmann* 
says: “A series of clinical and histologic studies 
and my experience in the last ten years justify 
the conclusion that in inveterate trachoma there 
is an early development of trachomatous tarsitis 
which keeps pace with the various phases of the 
disease and has a decided influence on its course.” 

In other words Raehlmann believes that the 
cicatricial changes in the tarsus in trachoma are 
not secondary in the sense that they must follow 
the conjunctival change; but that they are sec- 
ondary to the trachomatous tarsitis which is co- 
incident to the conjunctival involvement. 

Trachoma is characterized chiefly by its chron- 
icity, by its tendency to exacerbations and by its 
reinfections or secondary infections. This means 
that we do not always know why a trachomatous 
eye which appears to be doing well will suddenly 
become much worse. 

Beard says*: “The fornices, especially the up- 
per, are the store houses or reserve station of the 
trachomatous infection.” “They often resist all 
medical and mechanical treatment. It is from 
these that start the relapses that have made the 
handling of these cases so discouraging.” Beard 
further states that this is the site of most rein- 
fections. I was early taught that relapses were 
due to the presence of some of these trachoma 
follicles which should be searched for especially 
far up in the folds. 
treat certain areas which were less cicatricial than 
others and imagine that I was removing the cause 
of the relapse. There are probably several causes 
for these recurrences, perhaps many; but until 
the specific cause of trachoma is known its path- 
ology in this regard must remain incomplete. 
Reinfection as a cause can be only guessed at. 
Secondary infection I believe to be a more fre- 
quent cause than is usually supposed. -I have 
lately seen a case of old trachoma lighted up by 
the presence of a foreign body beneath the upper 
lid. I have occasionally found the Morax-Axen- 
feldt bacillus to be the cause of relapses. Phlyc- 
tenule may appear in trachomatous eyes. 

The favorable results which follow the re- 
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moval of the tarsus in old relapsing trachoma 
indicate, beyond question, that in some way this 
tissue itself, probably mechanically, is the cause 
of the exacerbation in the majority of cases with 
corneal involvement. 

It is said that Heisrath* in 1882 discovered 
the value of tarsal removal by accident. Desiring 
a piece of this tissue for histologic examination 
he removed a portion 4 mm. be width, and 1.5 
cm. in length. 

The laboratory findings were similar to those 
given above by Raehlmann, and in addition, Heis- 
rath found that the trachomatous condition was 
much improved. This led him to perform the 
same operation many times and later to publish 
his results in 230 cases. Following him there 
have been many valuable contributions on this 
subject, notably “Kuhnt” who is the usual au- 
thority quoted in these cases. Also Blaskovics*, 
Wood’, Faith®, Claiborne*, Wootten’, and others. 

It was not until Dr. Thomas Faith performed 
a tarsal excision on one of my cases at the Eye 
and Ear Infirmary that I became interested in the 
subject. The simplicity of the operation and the 
favorable result compelled my attention. Later 
I performed it about as he did on a number of 
cases in the following manner: 

The usual site for the conjunctival incision is 
along the upper border of the tarsus. The posi- 
tion of this incision should vary according to the 
type of cicatrization. 

In the normal state the conjunctiva can be 
scarcely separated from the tarsus. In many 
cases of old trachoma the conjunctiva is drawn 
over the tarsus down to the sulcus sub-tarsalis 
scar which is characteristic in the majority of 
cases. This has its prototype in the pterygium or 
symblepharon. Beneath this area the local anes- 
thetic can be injected which assists in the dissec- 
tion much as the mucous membrane is lifted from 
the nose in the sub-mucous operation. It is the 
work of a moment to continue this dissection 
around the border of the tarsus as closely as pos- 
sible to it so that the musculature is not injured. 
The tarsal incision.is now made between the 
horizontal sear which correspontis to the sulcus 
and the lid border. This can be done with knife 
or scissors. The piece removed usually seems 
strangely small when one considers the extent of 
the normal tarsus; but in these cases the tarsus 
is more or less shrunken and curved on itself. 
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The wound is closed with silk sutures which are 
tied on the skin surface. 

The important points are: 1. To remove the 
cicatrised and deformed part of the tarsus. This 
means all of it except that part close to the lid 
border. 2. Do not remove any tissue except the 
tarsus and the conjunctiva which can not readily 
be separated from it. Do not remove any mus- 
cular tissue with it. 3. Place the sutures so that 
there will be as little thread as possible to come 
in contact with the cornea. I prefer two or more 
mattress sutures, tying them near the lid border, 
on the skin, over gauze or rubber tubing. 

I report the following cases because they are 
typical of the results in properly selected cases: 

Case 1. Mary U., aged 19 years. 

History of a sore eye for several years. Trachoma 
in left eye only. Mother has the same disease in 
both eyes. Patient has had treatment. At the 
present time she cannot open the eye as widely as the 
other and wants relief and improved vision. 

The ptosis is very pronounced. Pannus sufficient 
to reduce the vision to 6/60. Removed the tarsus and 
overlying conjunctiva August 18, 1909, under cocaine 
anesthesia. 

This is one of my best cases. The result was ideal. 

The palpebral fissure was the same as the other 
which is normal. Cornea cleared up so that the 
vision was 6/10 with correcting lens. There has never 
been a single relapse from that day up to the present 
time and no macroscopical sign of pannus. 

Case 2. Sadie D., aged 30 years. 

Trachoma in both eyes with paanus. Patient says 
they have been sore for many years. Has a sister 
with the same disease, upon whom I have recently 
performed double tarsectomy with good results. 
March 2, 1910, I performed tarsectomy of one lid. 
This patient has never had a relapse in this eye, 
while they are frequent in the other. 

I do not believe the operation should be done 
when the cornea is clear, no matter what the con- 
dition of the conjunctiva and tarsus may be. It 
will not usually do any harm, often will do good ; 
but there is danger of corneal ulceration. This 
occurred in one of my cases at the infirmary. 
The patient was about well enough to return 
home. He had considerable ptosis and I thought 
for the sake of protection against future trouble 
I would remove the tarsus. A central ulcer devel- 
oped in the cornea which left a small central scar. 
A patient with trachoma has one chance in two of 
escaping with a clear cornea. I think the bad re- 
sult in my case was due to the suture. The oper- 
ation should not be done where there is great 
atrophy of the conjunctiva. The favorable cases 
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are the old cases with pannus, ptosis and history 
of relapses. 

I do not think that this operation should sup- 
plant the Hotz operation for entropion; but it 
relieves any lid-deformity due to tarsal contrac- 
tion, especially with properly placed sutures. In 
only one case out of over fifty performed in the 
last five years have relapses occurred. This may 
not have been a properly selected case or the tar- 
sal incision may have been placed too high. The 
patient has the relapses only in the one eye, the 
same operation having been performed in both. 

In another case the lid was drawn upward more 
in one part than another. This may have been 
due to too much shortening of the conjunctiva, 
to the removal of part of Mueller’s muscle or a su- 
ture placed too deeply in the muscle. Blaskovics 
of Budapest mentions the same experience and 
in a very thorough analysis of 165 cases of this 
operation, and correspondence with Kuhnt, has 
not satisfied himself as to the cause of this con- 
dition in every case. 


ABSTRACT OF DISCUSSION 

Dr. Frank Allport of Chicago: I desire to heartily 
endorse all that Dr. Woodruff has said. I am firmly 
convinced that in these old cases of trachoma the tar- 
sus almost invariably becomes diseased and must be 
removed. Of course, in the more recent cases where 
the disease has not yet invaded the tarsus other 
means can be used. I am quite enthusiastic in the 
use of some of the various forms of grattage in such 
cases. I do not have many of these cases in my own 
practice, but I certainly saw a good many of them 
in Dr. Fox’s clinic in Philadelphia. Dr. Fox uses a 
general anesthesia and seizes the margin of the lid 
with Darier forceps and rolls the lid up until the 
extreme angle of the cul-de-sac of the conjunctiva is 
well in view; he then grattages the conjunctiva with 
a toothbrush and a 1 to 2,000 solution of bichlorid of 
mercury and follows it up by rubbing every portion 
of the conjunctiva with a firm gauze sponge soaked 
in the same solution. I have seen his results and 
they are good, and I may say that my own results 
under similar treatment are also good. Of course, I 
wish to repeat what I said before, that where the 
tarsus becomes diseased it is mecessary to remove 
this before a complete cure can be effected. 

Dr. Sheldon Clark, Freeport: I had the privilege 
of assisting Dr. Woodruff in his operations yester- 


chronic trachoma which had existed for some two 
years. There was pannus in both eyes, so that vision 
was for fingers about three feet in one eye, and in 
the other about 20-50 vision. I succeeded after about 
a year’s treatment in clearing up the pannus in one 
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eye, but it persisted in the other, and was very 
dense. I did this operation, and in the course of a 
month the pannus cleared up very nicely, and the 
patient has vision that helps him greatly in his work. 
This patient “ran the gamut” of treatment and noth- 
ing proved of avail until the combined resection of 
the tarsal cartilage of the upper‘lid was made. 

Dr. H. S. Gradle, Chicago: I have had very little 
experience with tarsectomy in chronic trachoma, but 
in the more recent cases of trachoma I have been 
using the method advocated by Fernandez, of 
Havana, with apparently good success, that is, massage 
of the conjunctiva with finely powdered sodium salic- 
ylate. I use it with a cotton swab, and I do not 
invert the lids at all. I have the patient look down 
and lift the lid over this swab, and with my finger 
on the outside and the swab on the inside, I get a 
very thorough massage, well up into the folds. The 
process seems to be of great value, though I have 
not done it long enough to give any definite state- 
ment. 

Dr. L. Ostrom, Rock Island: I would like to ask 
what the result of this operation is in the cases of 
narrow fissure, entropion, and so forth? 

Dr. George F. Suker, Chicago: I heartily agree 
with what Dr. Woodruff has said with regard to 
excision of the tarsus unless the cornea is involved. 
I believe there are two points regarding the operation 
of tarsectomy which should be carefully considered. 
The first is the exact coaptation of the conjunctiva 
to the remaining ciliary edge after the tarsus has 
been removed; the other is to so fix the replaced 
conjunctiva at certain points to act as a substitute 
traction line for the tarsus, in order to avoid a subse- 
quent entropion as a result of retraction of the tran- 
sitional folds. This may be easily avoided if after 
the conjunctiva has been fixed to the ciliated border 
by. placing two sutures at inner and outer third of the 
upper lid at the former upper border of the tarsus, 
passing the sutures from the conjunctival side and 
tying the sutures on the skin surface, thereby per- 
manently fixing the conjunctiva at these points. In 
this way you obtain a point of traction for the 
transitional folds and will avoid subsequent cicatri- 
cial entropion, which sometimes ensues from the 
tarsectomy. I believe it is very important to avoid 
any sloughing of the cornea in placing the sutures at 
the ciliary border. In order to do that, I have found 
it very expedient to simply employ one suture, a long 
thread, which I insert about as follows: After I 
have excised the tarsus as well as can be done, and 
just left sufficient at the ciliary edge to make it a 
bank to which I can approximate the conjunctiva, tie 
a very large knot at one end of the thread and start 
at either canthal end of the lid to make, as it were, a 
subconjunctival suture, in and out of the conjunctiva 
and the ciliary edge of the tarsus. By doing this you 
have one long suture through the folds of the con- 
junctiva and the edge of the tarsus, and no portion of 
the suture touches the cornea. Tie the other end of 
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the suture, by drawing it tightly over a small pledget 
of cotton or rubber tube, and leave it in for four or 
five days. All you have to do then is to cut one 
knot and withdraw the suture. 

It is the only satisfactory operation to perform in 
these old chronic cases of trachoma. I would never 
advocate it in any acute or subacute trachoma, but 
certainly in those cases where the cornea is involved, 
with extensive pannus and the tarsus is beginning to 
act as a friction body on the cornea, it will relieve 
that condition entirely, and act as a fairly good sub- 
stitute for the Hotz operation. It can never replace 
the latter in entropion, but in cases of chronic 
trachoma, where entropion is not very marked, the 
results from this procedure have been satisfactory in 
my hands in that it did away with the entropion and 
trachomatous complications. 

Dr. Frank Brawley, Chicago: I would like to say 
a word regarding the danger of corneal complications 
following this operation. In St. Luke’s Hospital, Chi- 
cago, we have never had such an experience, and yet 
I think Dr. Wood has done probably as many of 
these operations as anyone in this country. But we did 
have the experience in one case of finding, when the 
case was prepared for operation, that a corneal ulcer 
appeared and was only noticed when the case was 
brought to the operating room. 

I think that possibly some of the cases with cor- 
neal ulcers have been, you might say, accidental. I 
had the pleasure of seeing a greal of Kuhnt’s work, 
and he never was in doubt as to the advisability of 
operation in a case, and he paid no attention to the 
corneal complications—in fact, he seldom had such a 
thing. In our work we use a pyoktannin catgut 
suture instead of using silk. This suture is softened 
in the conjunctival secretion and produces no 
abrasions of the cornea. 

Dr. Woodruff, closing the discussion: I do not 
feel quite as certain as Dr. Allport about this being 
the only proper operation in old cases of trachoma, 
and I have endeavored in my paper to be conserva- 
tive. 

I have nothing to say regarding the treatment of 
recent trachoma with granulations. So long as noth- 
ing definite is known of the cause of trachoma, any 
treatment that will get rid of the granulations is all 
right. 

Regarding Dr. Ostrom’s question as to operation 
being indicated when the fissure is narrow, those are 
just exactly the cases in which the result is the best, 
I think, where there is ptosis, where the lid is droop- 
ing, so that the patient really has a marked deform- 
ity. If there is any one thing that this operation will 
accomplish better than another it is that—the cure 
of ptosis. 

Regarding the question of sutures and also Dr. 
Clark’s reference to the case operated on yesterday, 
a condition of affairs was present there which I think 
perhaps should have contradicted that operation, or, 
rather, I think the Hotz would have been a better 
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operation. It was a case of entropion, but the patient 
really had very few eyelashes left, and looked as 
though his lid had been scalped. Had it not been 
for the fact that I was presenting this paper today, 
I think I would have done the Hotz operation in 
this case. 

I performed a tarsectomy, and after the sutures 
were thus placed the lid was drawn upwards too far. 
In attempting to close the eye a portion of the eye- 
ball was exposed, so that I removed the sutures and 
dissected the bulbar conjunctiva, and left the sutures 
out entirely. I have never done this before, but some 
operators advise leaving the sutures out in all cases. 
At least leaving them out in this case relieved that de- 
formity. 





THE RELATION OF LOCAL DISEASE OF 
THE EAR TO SYSTEMIC DISEASE* 

G. C. Orricu, M. D., 
Oto-Rhino-Laryngologist. 
BELLEVILLE, ILL. 

The recent progress in diagnosis and treatment of 
diseases of the ear and the broader observations and 
study given to this subject by the senior students 
of medicine and by the general practitioners makes 
positive the great relative importance of this organ 
when diseased to the rest of the human anatomy. 

We all know that the five senses are the major 
adjuncts to the development of the mind. To be 
deprived of any one of them in childhood is a great 
misfortune. The association of hearing and speak- 
ing are so closely related that the conservation of 
the auditory apparatus is one of the greatest obliga- 
tions the medical fraternity owes to the human race. 

In considering the systemic or complicating con- 
ditions succeeding the diseases of the ear we must 
give some attention to the relative anatomy whereby 
the primary infection takes place. The various cir- 
cumstances favoring the occurrence of primary in- 
fections in early life are that the eustachian tube is 
shorter and wider than in adults, while its tympanic 
orifice occupies a lower situation in reference to the 
level of the floor of the tympanum than in the adult. 

The pharyngeal orifice is also situated somewhat 
nearer to the corresponding choana and oral cavity 
than in adults, thus bringing the tube more directly 
under the influence of the air borne and deglutitory 
influences, so you can readily understand why the 
act of crying, retching, sucking and vomiting tend 
to force air to the cavum tympani and thus infect it. 

The progress of the disease is influenced by the 
mode of transmission, whether vascular, contingent, 
neurotic or lymphatic. The most important of these 
are the vascular and contingent because of the fact 
that the blood supply of the middle and internal 
ear is in close relation to the larger blood vessels 
as the internal jugular, external jugular and the intra- 
cranial vessels. 


*Read before the St. Clair County Medical Society, Sep- 
tember 8, 1918. 
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Therefore when an infective organism gets into 
the blood it is very uncertain in what distant organ 
it will be deposited; there to set up inflammatory 
processes and pathologic changes. 

By contingent we mean the slow degeneration of 
the walled-off area of cicatrization around the foci 
of infection and gradually encroachment on some 
of the vital parts which are in close relation, as 
the brain, facial nerves, lateral sinus. This mode 
of progress is most important in cholesteatoma, 
chronic suppuration and the benign pathologic changes. 

The relation of the ear to the great variety of 
nervous diseases is far more important than has 
previously been thought, and the neurologist and 
otologist are doing more conjoined work and get- 
ting better results than has ever before been shown. 

For instance, deaf mutism is generally due to a 
break or non-development of the association fibers 
ir the brain and is generally followed by mental 
deterioration. Deaf patients are more liable to in- 
sanity than ordinary persons, for deafness favors 
the onset of auditory hallucinations. Even a sane 
person who happened to be deaf sometimes suspects 
bystanders, taking advantage of his infirmity, are 
talking about him. The transition from this condi- 
tion to an insane delusion is comparatively simple. 
Auditory acuity is not uncommonly diminished in 
cases of dementie and in certain cases of general 
paralysis of the insane. In fact, in some cases of 
the latter disease deafness is noticed by the patient’s 
friends as one of the earliest symptoms. 

The cases which present auditory symptoms the 
careful observer has no difficulty in referring to an 
affection of some part of the auditory apparatus, but 
there are other morbid conditions whose etiology 
is primarily independent of any ear affection and 
yet where the auditory phenomena form a large part 
of the clinical picture. 

In the following cases where symptoms such as 
deafness, tinnitus or vertigo may occur they are 
really symptomatic of underlying intracranial vascular 
lesions, viz., as hemorrhage, embolism, thrombosis and 
intrapontine hemorrhages; most of the intracranial 
tumors, the most important of these being of the cere- 
bellum. 

In dealing with the pus organisms that infect the 
ear we find almost every variety, some which infect 
primarily and and a great number secondarily to 
some other disease. For the purpose of showing 
how great the percentage of primary infections which 
end in general constitutional breakdown is, I shall 
give you the report of Whitehead of a hundred 
cases of fatal middle ear suppuration. Twelve of 
these cases were tubercular infections of the middle 
ear; nine of them occurred in children under two 
years of age and in eight of the cases the disease 
appeared to be primary. 

The air borne diseases are most frequently met 
with in infants or young children, but after the 
fourth or fifth year these conditions are less frequent. 

Great stress is being laid by the internist upon 









_ the infections of all the accessory sinuses, for he 


realizes that it is almost hopeless to try and cope 
with the constitutional diseases when there is a focus 
of infection constantly adding to the system what 
they are trying to overcome. When you have a con- 
stitutional disease which occurs some time after or 
at the time the patient has a discharging ear you 
will find you get better results in the treatment of 
the disease after you have cured the ear. 

By being a little more thorough in the history 
taking of adult patients and always making inquiries 
regarding aural diseases in children you will bring 
to light a number of cases of ear diseases which 
would otherwise be overlooked. 





THE RELATION OF THE EYES TO THE 
NOSE AND ACCESSORY SINUSES 
IN DISEASE* 


L. J. Huenes, M. D. 
ELGIN, ILL. 


In taking up the subject under consideration and 
trying to say a few words concerning it I am doing 
so with a full knowledge that what I may say is 
nothing new as far as present knowledge of the rela- 
tion between the eyes and sinuses are concerned, but 
rather that I may illustrate some points on the sub- 
ject that may be a little obscure to the general prac- 
titioner and in that way help him in some of his 
apparently obscure or obstinate cases. 

The importance of the relation between the eyes 
and nose has been dwelt on for the past ten years 
approximately and as the subject is more carefully 
watched and the relations analyzed, new things come 
up for consideration all the time. 

It has been my privilege to observe during the 
past three or four months several very interesting 
cases bearing upon the subject and in the relation 
of those cases I will try to bring out the more im- 
portant points: 

Anatomy—In looking up the anatomy of the orbit 
and sinuses the first thing that strikes one’s atten- 
tion is the close relation of parts. Beginning with 
the frontal sinus we see that the floor of the sinus 
forms the roof of the orbit extending down in some 
cases on the inner side for about one-fourth or in 


upper portion is formed, as before said, by the 
of the frontal sinus and lower from before 
by the nasal process of the maxilla, the lachrymal, os 
planum of the ethmoid and the body of the sphenoid. 


Below, the floor is formed by the maxilla with 
the orbital process of the palate bone behind and a 
small part of the malar in front. As can 
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sphenoidal fissure. Then we have surrounding the 
eye on all sides sinuses which are subject to a 
variety of inflammatory conditions. Above, the frontal, 
nasally, the ethmoid cells and middle turbinate and 
posteriorly the sphenoid sinus; below, the maxillary. 

The varieties of inflammatory conditions may vary 
from purely pressure symptoms to an active sup- 
purative condition, and there may be a gradual change 
from one to the other. 

Symptoms of Sinus Involvement—In classifying the 
symptoms of sinus involvement I would divide them 
into two main classes—pressure or apparently non- 
inflammatory symptoms, and distinctly inflammatory. 

Under the pressure symptoms may be mentioned 
headache, neuralgia, nausea and vomiting and a va- 
riety of muscular irregularities. Headaches are usu- 
ally of two main types—frontal and temporal, and 
cccipital. Of course, there may be headaches due 
to involvement of the eyes through refractive errors, 
but they may as a rule be distinguished by the fact 
that sinus headaches are more often present in the 
morning than in the afternoon and refractive head- 
aches just the reverse. I will say here that in the 
normal sinus there is a natural opening which as a 
rule may be stated to be placed at the junction of 
the upper and middle third of the sphenoid and maxil- 
lary. sinuses and in the frontal about one-eighth 
inch above the floor of the sinus. You can readily 
see by this system of drainage that if the sinuses 
are once infected that it is going to be a hard job 
to again rid them of the infection because there is 
always the tendency for retention of secretions. 

Eye headaches come on after the use of the eyes 
and are produced by the fatigue following the effort 
to continually correct some error of refraction. Oc- 
cipital headaches are usually caused by pressure in 
sphenoid sinus and then clear up after ventilation 
of that sinus, as one case will show. Neuralgia may 
be classed under headache if you like, but very often 
there appears to be an involvement of the supra- 
orbital nerve which is apparently secondary to sinus 
involvement and will clear up after the sinuses are 
taken care of properly. 

Nausea and vomiting may be caused indirectly by 
pressure or inflammatory conditions which involve 
the ocular muscles and reflexly the vagus. The ocular 
muscles are very prone to become involved by in- 
flammatory conditions in the frontal or frontal- 
ethmoidal region and it is always well to watch out 
for inflammatory conditions in the regions when there 
is a persistent headache lasting all day with appar- 
ently little cessation in severity and increasing with 
use of the eyes. 

Under the inflammatory class may be mentioned 
involvement of the cornea, the ciliary body, the uveal 
tract and the optic nerve. 

Involvement of the cernea usually occurs in a 
greater number of cases in involvement of ethmoidal 
cells and middle meatus of the nose, although it may 
occur with any of the other sinuses, particularly the 
frontal or maxillary. The ciliary body may be in- 
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volved from the same cause, as also the uveal tract: 

Involvement of the optic nerve more often results 
from inflammatory conditions in the sphenoidal sinus, 
as we saw the body of the sinus formed the posterior 
portion of the inner wall of the orbit. The optic 
chiasm lying upon the body of the sinus and the 
nerves passing around it, it is not hard to imagine 
the comparative ease with which it can influence the 
nerve. 

Just how the distinctly inflammatory type of symp- 
toms and conditions is produced is not clearly estab- 
lished; that is, whether the inflammation travels 
through the bone to the surrounding parts or whether 
it travels through the blood or lymph currents, or 
probably both; but the fact that the inflammation is 
usually confined to the surrounding parts would lead 
one to believe it travels by continuity of tissue. Be- 
sides the above enumerated conditions there are vari- 
ous reflex nervous conditions which are attributable 
to the sinuses. 

Diagnosis—It is not always an easy matter to 
make a positive diagnosis of sinus involvement, espe- 
cially when there are only pressure symptoms pres- 
ent, so that we can only say in some cases that 
sinus involvement is present by taking all the symp- 
toms collectively and feeling certain we have pressure. 
In other words, a sort of intuition. 

I would say to all those present who are capable 
of making an examination of the nose, that in every 
patient coming to you complaining of involvement 
of the head or eyes, that you make a thorough exam- 
ination of the mose. You may find large hypertro- 
phied inferior turbinates which cause headaches and 
pressure symptoms, as one case will show, or higher 
up a bent and crooked septum which may easily 
excite reaction, as another case will show. Higher 
still you can see the middle turbinate and there should 
be a fair space between the turbinate and outer wall 
and between it and the septum. If not, there is great 
probability of pressure and retention in the ethmoidal 
cells or frontal sinus. Aside from the purely objec- 
tive findings in the nose may be mentioned: 

Headache—This may be either frontal, temporal or 
occipital and the frontal headaches may be caused 
by either sinus involvement or refractive errors. 
Occipital headaches are usually caused by involvement 
of the sphenoidal sinus. 

Dizziness—Frequently there occurs with sinus in- 
volvement a condition of dizziness which is produced 
when the patient stoops over and raises up suddenly. 

Tenderness—With involvement of the frontal- 
ethmoidal cells or both there develops a point of 
tenderness at the inner angle of the orbit which is 
almost diagnostic in itself. 

Smell—Frequently in involvement of the ethmoidal 
region there is.a diminution in the sense of smell 
as the olfactory nerve is compressed by the swollen 
ethmoidal cells and if the pressure continues will 
ultimately disappear. 

Pus in the nose, of course, is positive evidence of 
involvement of the sinuses. Pus draining down over 
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the middle turbinate comes from the frontal or an- 
teriar ethmoidal cells, while pus draining posteriorly 
into the naso-pharynx comes from the sphenoid sinus 
or posterior ethnoid cells. 

Trans-illumination is of value in some cases in 
helping to establish a diagnosis, although unless it 
is used by one who knows how to interpret the find- 
ings it is often misleading, as the novice will often 
take the skin illumination for sinus illumination. 

X-ray is of great value in these cases, as the 
sinus will show dark if there is only an inflamma- 
tory condition present as well as true suppuration. 

Case 1. Maxillary Sinus. Mrs. W., aged 33 years, 
came Nov. 14, 1912, complaining of pain in left eye, 
marked tenderness, sensitive to light, difficulty in 
sleeping for pain. Examination of the eye revealed 
ciliary tenderness quite marked, a marked. tenonitis 
over left external rectus with small corneal infiltra- 
tion at bottom of cornea. 

I elicited a history of attacks of rheumatism and 
began treatment for that as the causative factor. 
Treated eye for several days, when I found that some 
eight years before the present attack she had trouble 
with a tooth on that side and I immediately began 
to investigate. I found marked tenderness over the 
maxillary sinus and trans-illumination showed dark. 
I immediately did a puncture of the sinus and by 
the time I removed the trocar pus was streaming 
from the sinus. From that time on I directed my 
treatment to the sinus and recovery was uneventful. 
She has since had another mild attack, but irriga- 
tion of the sinus cleared up the eye almost imme- 
diately. I have advised making permanent drainage 
if she suffer from a recurrence. 

Frontal. Case 1. Miss G, aged 18 years, was 
referred to me by her family physician for severe 
headaches. She wore glasses and thought probably 
she needed a change. I refracted her under atropin 
and gave ler what she needed in refraction and 
trusted the headaches would disappear. She wore 
the glasses with some relief for some time, when she 
again returned, complaining of the headaches being 
worse. She was unable to do close work at all, 
could not ride the cars without a sick headache and 
was miserable all the time. The headaches were as 
bad in the morning as during the day or evening 
and so I directed my attention to the extrinsic mus- 
cles. I found she had all the phorias possible almost, 
as the internal rectus, superior rectus and oblique 
muscles were at fault. I tried to relieve her by the 
use of prisms, but without avail and so directed my 
attention to the sinuses. I found on pressing over 
the inner wall of the orbit on the right side marked 
tenderness. She also complained of dizziness on 
bending. Trans-illumination was negative for frontal 
and ethmoidal and the fundus at this time was quite 
granular. An X-ray plate showed involvement of the 
frontal-ethmoid region of the right side. Examina- 
tion of the nose showed some obstruction by the 
middle turbinal high up. Operation advised and 
accepted. I removed the middle turbinate and thor 








cughly curetted the ethmoid cells down to the cribri- 
form plate. 

Result of operation: In ten days the headaches 
had entirely disappeared and she is now the most 
pleased and comfortable person I know. 

Case 2. Dr. B. complained of severe pain in left 
eye and attacks of frontal pain with marked pros- 
tration followed later by profuse discharge from the 
nose, and clearing of the eye symptoms. 

I saw him in one of his attacks and found a 
severe case of frontal-ethmoidal involvement, Thor- 
cughly clearing out the frontal-ethmoid region re- 
lieved his periodical attacks and his eye symptoms. 

Case 3. Miss M., aged 18 years, was referred to 
me for her eyes. She gave the usual history. of 
severe headaches. Has worn glasses for ten years 
and is practically blind in her left eye. Cannot read 
for any length of time without severe sick headache. 
following. Has always been a poorly nourished 
child and parents despaired of raising her. Has al- 
ways had stomach trouble and her mother states 
she does not eat enough to keep a flea alive. 

Examination revealed her correction she was wear- 
ing all right. The fact that her headaches were con- 
stant, present in the morning and continued all day, 
made me look for muscle trouble, and I found all 
three pairs of muscles at fault. I then directed my 
attention to the sinuses and found by trans-illumina- 
tion that the frontal region was dark. Pain on 
pressure over the inner orbital wall. Dizziness on 
suddenly arising. Nose showed marked obstruction, 
specially on the left side. X-ray plates showed both 
sinuses involved. Operation advised and accepted. 

To date she has had only the left side cleaned 
out, but results are very gratifying. Headaches are 
much relieved, appetite marked and growing. She 
feels better than she ever has; for the past week 
has been attending the lecture course and looking at 
the bright lights without ill results, where before it 
would be followed by nauseating headaches next day. 
I intend to operate on the other side in the near 
future and believe she will entirely recover. Prisms 
in these cases are apparently not needed after 
operation. 

Case 4. Mr. D. complained of poor vision in 
right eye, with severe frontal headaches. Condition 
of long standing and had been under the care of 
several men, but without results. 

Examination revealed vision in right eye of about 
20/50; fundus granular but no other change present. 
Nose revealed large polypoid mass in middle turb:nate 
region. I removed the middle turbinate, curetted the 
ethmoid cells and enlarged the fronto-nasal open- 
ing, giving fine drainage. The pus fairly dropped 
cut of the sinus and today, two months after opera- 
tion, vision is practically normal, and he is in better 
health than for many years. 

Septum. Miss S. was referred to me for head- 
aches. I went through the usual examination of 
ther eyes and found she needed a correction, which 
was supplied. At that time I made an examination 
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of her nose and found a badly deviated septum, 
which I said might also be a factor in causing her 
headaches. I advised her to wear her glasses, how- 
ever, for some titme and then if the headaches did 
not clear up we would direct our attention to the 
nose. 

Later I did a submucous resection, with the result 
that the headaches disappeared, to remain away per- 
manently. 

Ethmoid. Mr. °F., 21 years old, was referred by 
his family doctor for sore eye. Says he had had 
more or less trouble with eye for some time. Is 
a shirt ironer by trade and striped shirts would 
come up and apparently hit him in the face. He 
would get a sick headache after continued close 
work. Examination of the eye revealed nothing 
more than severe ciliary tenderness. No visible in- 
flammatory reaction present. Not suspecting a sinus 
involvement I placed him on aspirin and atropin. 
I watched him for several days without improve- 
ment, when I began to look for other causes. Pres- 
sure over the ethmoid cells elicited considerable pain. 
Trans-illumination showed dark fronto-ethmoidal 
region and inspection of the nose inside revealed a 
poorly ventilated middle meatus. I advised imme- 
diate operation which was accepted and to my sur- 
prise on seeing him the next day the ciliary tender- 
ness was almost gone and on the second day entirely 
gone, and he has had an uninterrupted recovery. 

Case 2. Master H., aged 14 years, had a sore eye 
for several weeks before seeing nfe. Said he was 
struck in the eye on Decoration day with a small 
twig and since then eye has been sore. Considerable 
pain, red and sensitive to light. . 

Examination revealed marked infiltration of the 
cornea, ciliary tenderness and haziness of the fundus. 
My attention was drawn to his nose by his nasal 
twang and on examination found a badly deviated 
septum with very foul secretions around it. I di- 
rected my attention to the nose and appropriate 
treatment to the eye and the condition cleared up 
very rapidly. I advised straightening the septum, 
but to date his father has not consented to it. 

Sphenoid Sinus. Miss H., aged 20 years, had been 
under the care of general practitioner for severai 
weeks with a severe occipital headache, but withont 
relief. Had been treated for stomach trouble. On 
examination I found the region of the middle tur- 
binate very much congested and by the use of adrena- 
lin was able to open up sufficiently to probe the 
sphenoid sinus. After opening up I used negative 
pressure, with the head well down, and succeeded 
in bringing out considerable secretion. She reported 
next day and said the headache had disappeared 
shortly after the treatment and had not returned. 
1 gave her another treatment on the third day and 
she has remained free from headaches since, four 
weeks ago. 

In conclusion I would say: Be on your guard for 
the cases of persistent stomach trouble, persistent 
































Nov. 1913 


headache or eye conditions not relieved hy local 
measures. 

The sinuses are the cause of more trouble than 
is suspected and often the obscure case is given 
lasting relief by proper attention to them. 

I have found in my cases that the apparently large 
muscle irregularities take care of themselves after 
the cause is removed and prisms are no longer 
required. Always bear in mind the close relation 
of the eyes to the nose and accessory sinuses. 





THE INTERNATIONAL CONGRESS. 


The Seventeenth International Congress of 
Medicine met in London the sixth to the twelfth 
of August. 

The Congress was formally opened by H. R. H. 
Prince Arthur of Connaught at Albert Hall where 
every seat of that vast hall seating, some nine 
thousand, was taken. 

Sir Thomas Barlow in his presidental address 
gave praise to the men of medicine who had been 
active at the last meeting of the Congress held in 
London, which occurred a generation before, in 
1881. 

The address in medicine was given by A. 
Chauffard, professor of Clinical Medicine in the 
University of Paris, on “Medical Prognosis: Its 
Methods, Its Evolution, Its Limitations.” 

The address in surgery on “Realignments in 
Greater Medicine,” was delivered by Harvey 
Cushing, M. D., F. R. C. S., Eng., Professor of 
Surgery Harvard Medical University. He took 
up the defense of physiologic and pathologic ex- 
periments. He gave a lucid account of the sev- 
eral attacks of the anti-vivisectionists and in his 
own masterful style marshaled arguments to 
combat all their fallacies. 

Space forbids anything but a brief sketch of 
the papers and discussions of the several sections. 
A paper on 

DUODENAL AND PYLORIC ULCERS 
was read by Professor C. A. Ewald (Berlin). He pro- 
nounced himself horrified by the statistics of British 
and American surgeons, who claimed to have proved 
that duodenal ulcer was a commoner, perhaps a far 
commoner complaint than ulcer of the stomach. Ref- 
erence to the post-mortem room statistics afforded no 
support to such surgical statements; in his own clin- 
ique he had had and treated 532 cases of gastric ulcer 
and 82 of duodenal ulcer during the three years 1910- 
11-12, and he quoted continental (European) statis- 
tics to prove that.as a matter of fact gastric ulcer 
was quite six times as common as ulcer of the duo- 
denum. He felt himself bound to dissent very strong- 
ly from the dictum of Sir Berkeley Moynihan, who 
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said that a careful previous history was all that was 
needed to make the diagnosis of duodenal ulcer, and 
that it was not necessary to examine the patient be- 
fore coming to a positive conclusion. Professor Ewald 
pointed out how cases of cholecystitis, appendicitis, 
tabes with gastric crises, or even severe neurasthenia, 
might find themselves exposed to operation for the 
cure of non-existent duodenal ulcers should such diag- 
nostic criteria as Moynihan’s be accepted as adequate. 
He himself laid particular stress on three or four 
points in diagnosing duodenal ulcer. 1. The long dur- 
ation of the case, and the recurrence of pain two or 
more hours after food had been taken. 2. The pres- 
ence of manifest or occult blood in the stools; re- 
peated examinations might be called for before this 
blood could be demonstrated. 3. Hyperchlorhydria, 
which was almost constantly found, and might be seen 
even when the patient was fasting. 4. Skiagraphic ex- 
amination of the stomach after a bismuth meal; the 
duodenum was then seen to fill up with unusual ra- 
pidity, the stomach was often not empty even after 
six hours, the gastric peristalsis was abnormally forci- 
ble, and the stomach itself was frequently displaced 
downwards and to the right. 

Dr. Edward Archibald (Montreal) read a paper on 

A NEW FACTOR IN THE CAUSATION OF PANCREATITIS 

He drew attention to the fact that while it was cer- 
tain that pancreatitis was sometimes due to blocking 
of the papilla of Vater by a calculus, in many cases 
of this disease no calculus was present. By means of 
a number of experiments he had proved that a sphinc- 
ter exists in the papilla of Vater, that it was capable 
of withstanding great pressure, and that spasm of it 
might be produced reflexly by irritation from the 
stomach or duodenum. He further showed that this 
spasm could cause a fluid in the common bile-duct to 
pass into the ducts of the pancreas. Clinical evidence 
was also produced, and a number of slides helped to 
make the contentions of the author clear. 

The chair was then taken by Sir A, Whitelegge, 
H. M. Chief medical inspector of factories. 

Dr. A. J. Hall (Sheffield) read a paper on 


DIACHYLON AS AN ABORTIFACIENT. 

He desired to call the attention of the section to a prac- 
tice which had been steadily growing and spreading 
in England—viz., the taking of diachylon for the pur- 
pose of procuring abortion. He outlined briefly the 
history of our knowledge of the effects of lead in 
poisonous doses upon the fetus, and referred to the 
original observations of Constantine Paul in 1860. 
The practice appeared to have begun in the Midlands 
about the “nineties,” and the probable source of the 
knowledge was the prevalence of plumbism amongst 
industrial female workers in lead in that district. An 
inquiry made specially for the purpose of this paper 
showed that the practice had spread widely to the 
most distant parts of the country. No cases had oc- 
curred in Ireland. The greatest severity of the evil 
was during the final years of the last and the early 
years of this century, when trade depression was very 
severe, During the last few years the cases were 








less numerous, even in the Midlands, but they still 
occurred in considerable numbers, and the fact that 
the practice had extended to many fresh centers of 
population made it probable that with a return of bad 
trade the practice would assume grave proportions 
again unless steps were taken to repress it. In no 
other countries, excepting a few cases in Germany, 
did this practice seem to have existed. It was largely 
adopted by women anxious not to increase the size 
of their families for economic reasons, and they were 
quite unaware of the terrible dangers to life and 
health involved. If diachylom were scheduled as a 
poison tomorrow, or its sale absolutely prohibited, it 
would be no loss to medicine, as it was therapeutically 
unnecessary, and there was no doubt the practice 
would be largely if not entirely stopped. 
A discussion on 
THE CORRELATION OF THE ORGANS OF INTERNAL SECRETION 
AND THEIR DISTURBANCES 

was opened by Professor E. Gley (Paris), who gave 
a résumé of the various methods by which the exis- 
tence of internal secretions could be ascertained and 
demonstrated, histological, physiologic and chemical. 
He pointed out that in spite of the vast amount of 
work on the subject which had been published in the 
last five-and-twenty years the quantity of our exact 
and certain knowledge was still disappointingly small. 
He pointed out that a fact of great importance is 
overlooked by too many of the experimenters who 
labor in this field of physiology. It is this: that 
one cannot take it as proved that the substance found 
in the extracts made from organs were actually 
present in those organs during life. These extracts 
were often highly toxic, he said; yet it must not be 
rashly assumed that the toxicity was due to specific 
substances secreted by the organ. The toxicity here 
might depend upon many conditions, and most of all 
upon the method by which the extract had been pre- 


Professor L. F. Barker (Baltimore) opened discus- 
sion on 


THE DIFFERENTIATION OF THE DISEASES INCLUDED UNDER 
THE TITLE CHRONIC ARTHRITIS. 


Professor Barker gave his hearers an exhaustive 
survey of the history of the nomenclature that had 
burdened and confused these chronic joint troubles. 
In the earliest days any actite disease of the joints was 
called arthritis, any chronic disease was called gout. 
G. D. Baillou about 300 years ago reversed this, de- 
scribing chronic conditions as arthritis, and acute in- 
flammation of the joints as rheumatism. Rheumatoid 
arthritis was a name invented in 1859 by Sir Alfred 
Garrod. The more recent classifications of joint 
troubles showed greater complexity; thus a few years 
ago Hoffa and Wollenberg divided all chronic joint 
affections into two main classes, the infectious cases 
and the non-infectious. Each of these classes was 
subdivided into five further divisions. Professor 
Barker noted with satisfaction that, nowadays at any 
rate, the term gouty was applied only to cases with a 
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definite disturbance of the protein metabolism. Rheu- 
matism, on the other hand, could not be as closely de- 
fined; speaking as if he were unacqcainted with the 
researches of Poynton and Paine, he went on to add 
that the microbe of rheumatic infection was unknown 
to us, unless it were a streptococcus very recently iso- 
lated by Rosenow. In conclusion, he distinguished five 
main types—(1) the gouty; (2) the nervous; (3) 
arthritis deformans; (4) chronic infective arthritis; 
and (5) primary progressive chronic arthritis appar- 
ently not due to any infecting agent. He dwelt on the 
fact that in propertion as our knowledge increased so 
were they able to transfer cases from group (5), with 
its unknown etiology, to group (4), in which the bac- 
teria causing the arthritis were known. Complete 
knowledge, he believed, would some day enable them 
to empty group (5) into group (4) altogether; at 
present, however, this could not be done. It was a re- 
markable thing that cases falling into group (5) had 
been reported from all countries. 

Professor Dr. F. Sauerbruch (Zirich) opened a dis- 
cussion on 

INTRATHORACIC SURGERY. 


He said that much had been done in the past, and 
he gave a brief history of the surgery of the thorax, 
and then he considered the factors which had assisted 
the progress of this branch of surgery. One important 
aid to diagnosis had been provided by the discovery 
of the Roentgen rays, for by their assistance we had 
been enabled to obtain information impossible by any 
other means. The investigations of pneumo-thorax 
were of importance, for they led naturally to a study 
of the question of the differences of pressure within 
the lungs and outside. The investigation of the ques- 
tion of absorption from the pleural cavity had also 
been fruitful and good. He then proceeded to men- 
tion the various methods which had been adopted to 
maintain the difference of pressure between the air in- 
side and outside the lungs when the thorax had been 
opened. He explained the mode of action both of the 
positive and the negative pressure methods, and he 
stated that a difference of from 7 to 10 millimeters of 
mercury was amply sufficient to enable respiration to 
continue. He referred also to the Auer-Meltzer 
method of tracheal insufflation, but he appeared a little 
doubtful as to its ultimate utility. The technique of 
opening the thorax was then briefly described, and he 
stated that it was unwise to employ drainage if it 
could be avoided, for it was far better to close the 
wound completely, drawing the ribs together between 
which the incision had been made. He expressed the 
opinion that an exploratory thoracotomy was a pro- 
cedure of little danger. He then considered the oper- 
ation of thoracotomy when performed for pneumo- 
thorax or for hemorrhage. He also referred to wounds 
of the heart and of the large vessels of the chest, and 
the surgery of the anterior mediastinum and of the 
esophagus, and lastly he spoke of ‘the surgical treat- 
ment of tuberculosis of the lung and of bronchiectasis. 
He looked forward confidently to great advances in 
the surgery of the thorax in the next ten years. 
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Editorials 


ELECTIONS IN AMERICAN MEDICAL 
ASSOCIATION HELD ILLEGAL BY 
THE APPELLATE COURT. 


In a recent decision of the Appellate Court of 
Illinois, in the case of the People, ex rel., G. 
Frank Lydston, appellant vs. John E. Wayman, 
state’s attorney, appellee, the court reversed the 
decision of the Circuit Court. The following is 
an abstract of the opinion of the court delivered 
by Mr. Justice Fitch: 

This is an appeal from a judgment dismissing 
a petition against the States’s Attorney seeking 
to compel him, by mandamus, to sign a petition 
for leave to file an information in the nature of a 
quo warranto, alleging, in substance, that certain 
persons therein named were unlawfully elected 
and acting as trustees for the American Medical 
Association, an Illinois corporation not for profit. 
A general demurrer to the petition for mandamus 
was sustained by the Circuit Court, whereupon 
the relator elected to stand by his petition and 
appealed. 

Three questions are raised in the brief of ap- 
pellant’s counsel, which may be stated as fol- 
lows: (1) Do the facts stated in the petition 
show prima facie, such a case of usurpation of 
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office as entitles the relator to have that question 
determined upon information in the nature of a 
quo warranto? (2) Is an election of trustees of 
an Illinois corporation, not for profit, held 
outside of this State, voidable at the instance 
of non-participating and non-consenting mem- 
bers of such corporations? (3) Can the by-laws ~ 
of such a corporation lawfully provide for the 
election of its trustees by delegates selected by 
“constituent assemblies” in this and other States, 
instead of an election by the members of the 
association in person or by proxy? 

The petition presented to the State’s Attorney 
for his signature recites that the American Medi- 
cal Association is a corporation not for profit 
organized under the laws of Illinois in April, 
1897; that its charter states that “the location is 
in the City of Chicago, County of Cook and 
State of Illinois” ; that the object for which it is 
formed is to promote the science and art of medi- 
cine; that the management of the association 
shall be vested in a board of nine trustees, “who 
are to be elected as the by-laws direct,” and that 
nine persons {naming them) shall be the trustees 
for the first year of the corporate existence. The 
petition then avers that said Association adopted 
a constitution and by-laws, a copy of which is at- 
tached to the petition. 

The constitution provides that “the member- 
ship of this Association shall consist of such 
members of the Constituent Associations and of 
such medical officers of the Army, of the Navy 
and of the United States Public Health and 
Marine Hospital Service, as shall make applica- 
tion in accordance with the by-laws”; that all 
State and territorial medical associations which 
have, or may, become organized in accordance 
with the general plan of the organization of the 
American Medica] Association, and which have 
declared, by resolution, “their allegiance” thereto, 
and “shall agree with other State and territorial 
Medical Associations to the formation and per- 
petuation of the House of Delegates of the Amer- 
ican Medical Association,” shall be recognized 
as constituent associations, on acceptance of their 
application for recognition by the House of Dele- 
gates; that the House of Delegates shall consist 
of delegates elected by the constituent associa- 
tions and “shall represent the delegated powers 
of the members of the American Medical Asso- 
ciation” ; that said house of delegates shall elect 








the general officers and trustees of the American 
Medical Association; that three trustees shall be 
elected annually to serve for three years; that an 
“annual session” of the association shall be held 
at a time and place to be fixed by the House of 
Delegates. The by-laws provide that any physi- 
cian “reported as a member in good standing of 
a constituent association, by the Secretary of that 
Association, who shall make application and pay 
the annual assessment and to the subscription to 
the Journal of the American Medical Association 
for the current year, “shall be a member,” which 
membership shall continue “so long as he is a 
member in good standing of the constituent asso- 
ciation of the State in which he resides,” and so 
long as he continues to pay the annual assessment 
and subscription to the journal. The by-laws 
also provide for the election by the constituent 
association of delegates to the House of Dele- 
gates, which meets annually on the day preceding 
the annual session of the American Medical As- 
sociation at the same place as the annual session, 
and then and there elect the trustees and officers 
of the Association. The duties of the officers and 
trustees are also governed by the by-laws. The 
trustees “shall have charge of all properties and 
of the financial affairs of the Association,” super- 
intend the publication of the journal and proceed- 
ings of the Association, audit the accounts of the 
Treasurer and of the journal office and “have full 
control of all arrangements for, the annual ses- 
sion.” 

The petition then avers that the Chicago Medi- 
cal Society is a “constituent association” of the 
American Medical Association ; that the relator is 
a licensed, practicing physician in Chicago and 
a member of the Chicago Medical Society; that 
he has complied with all the rules and regulations 
of the American Medical Association, has paid his 
dues regularly for more than ten years, and has 
been duly accepted and recognized as a member 
of said Association ; that as such member, he has 
repeatedly demanded the right to vote for trus- 
tees thereof, but that the Association has refused 
to permit members to elect the trustees “except 
through and by virtue of delegates representing 
subordinate bédies”; that in 1908 the House of 
Delegates assembled in Chicago and elected three 
trustees, whose terms expired in 1911; that in 
June, 1909, the House of Delegates assembled at 
Atlantic City, N. J., and there elected three trus- 
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tees whose terms expired in 1912, and in June, 
1910, at St. Louis, Mo., elected three trustees 
whose terms expired in June, 1913. The petition 
charges that the Association has no power, under 
its charter and the laws of Illinois, to hold an 
election for trustees outside of the State of Illi- 
nois, and no power to deprive its members of the 
right to vote for the trustees; that the election 
of said trustees was never ratified nor confirmed 
by the members of said Association either in- 
dividually or collectively in the State of Illinois ; 
that the “pretended election” of said trustees 
was without authority of law and null and void 
and that said trustees are now unlawfully hold- 
ing themselves forth as trustees and unlawfully 
acting as such trustees without having been 
legally elected to such offices. The petition con- 
cludes with a prayer for leave to file an informa- 
tion in the nature of a quo warranto against said 
acting trustees. Attached to the petition is an 
affidavit by the relator as to the truth of the facts 
stated in the petition; when this petition and 
affidavit were presented to the State’s Attorney 
for signature he declined to sign it. A similar 
application to the Attorney-General was likewise 
refused. 

In view of these provisions of the statute the 
right and power of the trustees to delegate to the 
House of Delegates (who are not trustees). their 
statutory duty and authority to fix the place of 
the annual meetings of members and the right 
and power of the trustees to provide for the elec- 
tion of trustees by a vote of any part less than 
the whole number of members may be well 
doubted, but aside from such consideration, we 
think that the words “At such places as may be 
provided by the by-laws,” must be construed to 
refer to places within the State. Section 30 of 
the Act*clearly contemplates that every such 
corporation shall have a principal place of busi- 
ness in some County in this State and the lan- 
guage quoted from Section 32 was evidently in- 
tended to authorize the holding of elections for 
trustees either at that place or at any other place 
within the State as the by-laws should provide. 
Certainly it cannot be presumed merely from the 
use of the quoted words that the legislature in- 
tended to refer to places beyond the [limits of its 
own jurisdiction where its. laws could have no 
operative force and effect. In Franco-Texan 
Land Company vs. Laigle supra, “It is, to say the 
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least, doubtful whether or not a State could 
grant a corporation the right to change its resi- 
dence to another sovereignty at its own will and 
there exist and perform its corporate functions. 
The rule of construction applicable to statutory 
provisions is “that every power that is not clearly 
granted is withheld and that any ambiguity in 
the terms of the grants must operate against the 
corporation.” American Trust Co. vs. M. & N. 
W. R. R. Co, 157 Tl., 641-651. Fritze vs. Equit- 
able B. & L. Society 186 Ill, 183-196. “Where 
the charter or law is silent as to the power sought 
to be exercised, it does not exist, and where a 
grant of corporate power is claimed by a cor- 
poration it must clearly appear and will not be 
inferred or presumed.” Knapp vs. Supreme 
Commandery, etc. 118 S. W., 390-395. Here it 
does not clearly appear from the language used 
in Section 32 or elsewhere in the corporation act 
that corporations not for profit, are given the 
power claimed in this case to hold corporate meet- 
ings outside of the State of Illinois, nor does it 
clearly appear that the power is anywhere given 
to take from the members, by means of by-laws, 
the right to vote “in person or by proxy,” for 
trustees, and vest that right in delegates selected 
by its constituent associations. We, therefore, 
must conclude that the powers claimed have never 
been granted to and are not possessed by the asso- 
ciation in question. 

In our opinion the Circuit Court erred in sus- 
taining the demurrer to the petition for man- 
damus and its judgment will therefore be reversed 
and the cause remanded. 

Reversed and remanded. 





THE MODERN SURGEON AND HIS WORK. 


When that illustrious pioneer of American 
surgery, Dr. Ephraim McDowell, performed in 
1809 the first ovariectomy in the world’s history, 
he invited to the banner of progressive medicine 
a future regiment of new specialists—the surgi- 
cal gynecologist. 

Since that day the general surgeon and his new 
team mate have been steadily progressing in 
knowledge and skill until now the crude instru- 
ments and methods of the great McDowell fail 
beside the blinding luster of our present-day in- 
stitutions of research, diagnosis and treatment. 

There never yet was born a great idea or 
thought that pushed boldly to the accomplishment 
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of good but that some less true and feebler mind 
would, for worldly gain, ape the conception. 

Hippocrates with his superb mind started a 
sober, systematic study of disease that—with their 
cures later determined—carried happiness to un- 
numbered souls. The work of Hipprocrates does 
not sleep in Hipprocrates’ grave. Ernest stu- 
dents since, in the short span of serious lives, 
have loaned to its impetus and sent it, with ever 
increasing worth, rolling on down the long path 
of the years. 

In the outer eddies of this mighty current 
there have been launched a hundred “isms” and 
theories all in crafts too frail to long live in the 
irresistible flood of truth’s light. Most con- 
spicuous of these theories that at present live are 
osteopathy, christian science, chiropractic and 
mechano-therapy. The reasonable principles of 
these ideas were long since embraced in, and in 
fact were gleaned from, the teachings of modern 
medicine. These foolish “cure-alls” as separate 
sciences, are carried to limited and transient suc- 
cess in the outer waters of that great river of 
truth whose fount lies in the age of Hippocrates. 

This incident of the weak and inefficient fol- 
lowing and living off the efforts of the strong 
holds as true for the various sub-branches of 
medicine as for the great science itself. 

We see in obstetrics many indifferent members 
who thrive in its practice simply because master 
obstetricians by unceasing effort keep their science 
well anchored in public respect. 

This is true of the internist’s work as well. 
Likewise of surgery. A surgeon, skilled and 
thoughtful, by careful diagnosis and careful sur- 
gery brings to many the happiness of health. The 
history of his deeds are told throughout the world 
and the paths of the unscrupulous dabblers in 
surgery are paved direct to a pot of gold. Our 
earnest plea is for conservative surgery. That is 
conservatism in the segregation of border line 
cases. We are convinced that the first flush of 
success which may mark the initial efforts of a 
young operator presages in many instances, ill for 
that young surgeon’s community. We are sure 
there is not a week but that some patient with 
the illusive pains of unstable nervous organization 
does not leave our offices to put himself or herself 
under the knife of an operator who places the 
success of cure second to the success of dollars 
and a visionary fame. In this age of high ten- 
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sion living with its constant struggle for social, 
political and financial supremacy this considera- 
tion is one of more than passing interest. 

Particularly does this apply to the gynecologist 
for the nervous organization of women is notice- 
ably more sensitive and insecure than is that of 
men. 

It is appalling to contemplate the vast army 
of women that yearly submit to operative proce- 
dures and later are found frequenting their physi- 
cians’ offices with their original trouble aggra- 
vated. In the smaller towns and cities the pub- 
licity given these special operations on women is 
nothing less than amazing. We know for a fact 
that idle men of a village—the professional loaf- 
ers and others—will often gather on street corners 
and discuss with startling accuracy the various 
details of operations that each passing woman has 
at sometime undergone. A fact that one observer 
cannot give will be quickly supplied by his neigh- 
bor. This condition of things is demoralizing. 
It should be discouraged—condemned. Those in 
each community best suited for this task are the 
physician. It is every doctor’s duty to direct 
public thought from morbidity to channels of 
health. So thoroughly do we believe in the dele- 
terious effect of these post-operative rehearsals 
that we often refuse point-blank to tell a patient 
anything at all about her operation. With our 
more intelligent clientele it is well to drop a word 
of warning that her affliction and its treatment is 
not a thing of public interest and must not out- 
grow the confines of her own and her physician’s 
confidence. 

The practitioner.of medicine and surgery is 
under sacred obligation to his age and the gen- 
erations to come. There is no other profession 
that has more to do with shaping the ultimate 
moral, mental and physical destinies of the race. 
It is our duty to save the neurotic, legitimate 
product of civilization, from herself and not add 
to our bank roll the illegitimate fee for an opera- 
tion not indicated. 

We must stand for the principles of the Hip- 
pocratic oath. We should be careful to treat 
justly the confidence of a patient who consults us. 
Likewise treat justly the endeavors of a physician 
who may have formerly attended this patient. So 
many times we have known of patients with slight 
cervical tears being hastened to the operating 
table and more frequently than not the physician 
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who attended this woman in her last confinement 
is severely ridiculed by the prospective operator. 
Anyone who has palpated the indefinite outline 
of a postpartum cervix knows how futile the at- 
tempt of immediate repair of slight cervical lacer- 
ation is. Nature’s own repair is in most cases 
quite marvelously complete. The average cervical 
tear is of little pathologic significance, its impor- 
tance depending largely upon whether or not the 
woman is aware of its presence and further upon 
just how much she knows of it. 

By regularly attending our county, state and 
national medical meetings we enlist ourselves in 
this endeavor to hold professional thought and 
progress in the proper paths of achievement. 





THE SERIOUSNESS OF OPERATIONS ON 
THE CEREBELLUM 

In the case of tumors, cysts and abscesses of 
the cerebellum, since, in most instances, except 
in the case of gummata which are rare, the 
growth of the neoplasm cannot be checked, surgi- 
cal interference must generally be resorted to. 
But although surgical measures may have to be 
recommended in these cases, this by no manner 
of means should lead us to recommend immediate 
operation in all cases of cerebellar tumor so soon 
as the diagnosis is made. Individualization must 
be made here, as elsewhere in medicine and sur- 
gery. 

In the case of tuberculoma there are several 
considerations which should caution us against 
immediate surgical intervention. In the first 
place, it is well known that in operations on tu- 
berculous lesions, there is always a great risk of 
disseminating the infection. Secondly, these tu- 
berculomas are very apt to be multiple. Thirdly, 
tuberculomas frequently cease growing and the 
symptoms gradually become ameliorated or cease 
entirely. -When, however, as indeed too fre- 
quently happens, the condition rapidly progresses, 
operation is of course indicated. 

Likewise, when gumma is diagnosed, operation 
should not be immediately performed. Vigorous 
anti-syphilitic treatment should be instituted— 
salvarsan or neo-salversan, mercury and iodides 
should be given a thorough trial. 

With most cerebellar abscesses, operation is 
generally immediately indicated. 

Gliomata always demand surgical intervention. 
Here recurrence is very apt to take place since 
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complete removal of the growth is not the rule. 

With extracerebellar tumors and tumor of the 
lateral recess, although usually benign, there is 
great danger to life as a result of operation. 

The best results are obtained with cysts, sim- 
ple and benign, of the cerebellum. 

In any case it must be remembered that it is 
not enough to know merely that the tumor is 
cerebellar, but all efforts should be exerted that 
an exact localization of the growth should be 
made before operative interference is decided 
upon in the way of exploration or otherwise. The 
reason for this is obvious: The cerebellum, more 
than any other part of the nervous system, is in 
most intimate relation with the most vital medul- 
lary centres. For this reason operations in this 
region are always attended with the greatest dan- 
ger. 

The statistics* of published cases of operation 
for cerebellar tumors, cysts and abscesses are not 
to be taken at their face value, inasmuch as cases 
in which operative interference proved unsuc- 
cessful are not as apt to be reported as are those 
with a favorable result. In spite of this the re- 
ports are by-no means encouraging. For instance, 
in Holmes and Stewart’s 11 cases of intracere- 
bellar tumor, five died soon after operation, and 
three subsequent to the publication of their pa- 
per; while of their 10 cases of extracerebellar 
tumor, seven died immediately or shortly fol- 
lowing operation, and one a few months subse- 
quent with a new heterolateral tumor formation. 
In Oppenheim’s 25 cases all died with the excep- 
tion of six, of which three were only improved. 
Duret collected 31 cases in which death occurred 
immediately or a few days following surgical in- 
tervention, nine in which death occurred later, 
while eight improved and five recovered. Cush- 
ing, however, reports 35 operations with the fol- 
lowing results: Thirteen successful tumor ex- 
tirpations or cyst removals, 17 in which only de- 
compression was done, two inoperable, and three 
deaths. When, on the other hand, we find that 
of 101 cases, collected by Pascalis, of extracere- 
bellar or pontocerebellar tumors in which extir- 
pation was attempted there were 72 deaths, while 
in 11 cases of attempted decompression, there , 
were three deaths, with some improvement in 





*The Jotergretation and Treatment of Cerebellar Disorders, 
y Gordon Holmes, Vol. II, White and Jeliffe’s Modern’ 
treatment of Nervous and Mental Diseases. 
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per capita assessment for such members. 
\ books shall be kept open for three months and 


seven cases, the seriousness of operations on the 
cerebellum should be most forcibly impressed 
upon us. 

It is appreciated that the prognosis in at- 
tempts at extirpation of the tumor is poor in- 
deed. Decompression, however, preferably by 
Cushing’s bilateral occipital decompression, may 
be resorted to with better chances for recovery 
from the operation and amelioration of symptoms 
and prolongation of life. This is important in 
view of the fact that most cerebellar tumors, if 
permitted to grow without interference, tend to 
steadily progress and result in death. As a con- 
sequence we find that much too frequently, unless 
operation is resorted to, a fatal issue is certain. 

We may console ourselves with the anticipation 
that in the future better results may be expected. 
This will, of course, depend upon several factors, 
namely, greater accuracy in diagnosis, better se- 
lection of cases to be operated on, and an im- 
proved surgical technique. 

In any case it should be apparent to all that 
none but an experienced surgeon, who is ac- 
quainted with the anatomy and physiology of the 
cerebellum and its related parts, and who is 
trained in the technique of surgery of the brain 
should attempt to perform operations of this na- 
ture. It seems to be no less than criminal for 
one inexperienced in the surgery of the brain to 
endeavor to remove a tumor in the region of the 
cerebellum. Even at the-hands of the most ex- 
perienced surgeons in this highly specialized field 
of surgery the results are so discouraging and the 
mortality so great that the greatest precautions 
should be observed in the selection of cases for 
operation and in the selection of the operator. 





PROPOSED MEMBERSHIP REQUIRE- 
MENT 


The following is Section 2, Article IV, of the 
proposed new constitution of the Pennsylvania 
State Medical Society, which will be taken up at 
the annual meeting in 1914: 


Membership shall terminate automatically with 
each ber, and the roll of members shall be made 
/up new each year. The secretary of each com- 
\ ponent county society shall forward to the sec- 
retary of this society at the beginning of each 
calendar year the names of those who have paid 
their dues for the current year, together with i 

e 


former members whose assessment is received b 


es secretary of this society on or before Marc 





f 31st, shall be entitled to all the privile 
society except that he shall not be enti 


s of the 
ed to any 


Ist, up to the date of the receipt by the secretary 
of this society of his name and assessment. 

The adoption of an amendment to the present 
constitution of the Illinois State Medical Society 
of a similar character would go far toward un- 
raveling the present tangled condition of our 
membership list. It is unjust to say the least, 
for a delinquent member to receive all the bene- 
fits of the state society for two or more years, 
and then refuse to pay back dues when his atten- 
tion is called to his negligence. 

There could never be any question as to the 
exact membership of the society and the dropping 
of a certain amount of dead wood could only react 
for the welfare of the whole. 








MEDICAL ADVERTISING. 

In trying to come to some conclusion concern- 
ing the character of medicinal products accepta- 
able as advertising matter in the ILurNo1s 
MepicaL Journal, Dr. Whalen and Dr. Pence 
thought it wise to call a conference to consider 
the subject. To this conference were asked: 

The Committee on Patent Nostrums of the 
Chicago Medical Society. 

President of the Illinois State Medical Society. 

President of the Chicago Medical Society. 

An ex-President Chicago Medical Society. 

Managing Editor of the Ittino1s Mepica. 
JOURNAL. 

Chairman Council of the State Society. 

After a free discussion of the principles that 

should guide the committee in the matter of ad- 
vertisements for the ILLINOIS MEDICAL JOURNAL, 
the following resolution, submitted by Professor 
Walter S. Haines, was unanimously adopted, with 
the suggestion that it be submitted to the various 
County Societies for their approval or amend- 
ment: 
/ Resolved, That medical products shall be ac- 
ceptable for advertising matter only when their 
composition is stated and no exaggerated claims 
} or misstatements are made in the literature; 

Further, it was the judgment of the confer- 
ence that the same rule should apply to those 
products which are to be used for external appli- 
cation as well as to those for internal medication ; 

Further, that such biological products as are 
4 produced under government license should be ac- 
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‘ceptable, unless exaggerated claims are made for 


them. 





MEDICAL ORGANIZATION IN THE 
ANTIPODES. 


The English National Insurance act of Mr. 
Lloyd George, which threatened to disrupt the 
British Medical association last winter, has cast 
its shadow over the profession of far away 
Australia, according to the address of Dr. Dight, 
whose plans for combating the danger are quoted 
from the Australasian Medical Gazette as follows: 


ORGANIZATION OF THE PROFESSION. 


W. B. Dicut, M. B., Cu. M. 


Retiring President of the Northern District Medical Asso- 
ciation, N. S. W. 


We have a long business paper today, and our time 
is short, and I shall not weary you with a long ad- 
dress. 

But there is a matter which has been ventilated in 
the correspondence columns of the Gazette, and which 
I consider is of the greatest importance; I refer 
to the means of keeping our Association, and our 
Branch, strong in its numbers of loyal members. 

Our Branch and our Local Associations are strong, 
healthy bodies, and we must take steps to ensure that 
they remain so. To achieve this end, we must make 
sure that we gather into our ranks the graduates as 
they emerge from our medical schools. We should 
get into touch with our fourth and fifth year men; 
not by “dry-hash” lectures on medical ethics, and so 
on (our students have enough formal lectures to at- 
tend, and the spare time of a real “university man” is 
fully occupied by participation in sports and other 
branches of university life) we must, in some way, 
get the students to know men in actual practice, and 
so, perhaps, by a series of “smoke-and-yarn” meet- 
ings, point out to them the pitfalls that await the be- 
ginner in both private and lodge practice. 

Let every recent graduate, and, indeed, also every 
new: medico arriving in the State, be made an hon- 
orary member of the N. S. W. Branch of the B. M. 
A. for, say, a month immediately following his regis- 
tration; let him be invited to the meetings, given the 
run of the library, and be brought into touch with the 
older members. By such means we could count on 
constantly increasing our strength and . weakening 
the ranks of those we have to fight. — 

By “those we have to fight” I do not refer to 
lodges and such bodies; these need only be shown 
that we want to be treated reasonably in order to, in 
turn, enable us to treat them reasonably. Our real 
enemies are those medical men who, by accident or 
otherwise, will not or cannot join our B. M. A. ranks, 
and who pursue such cut-throat courses as render it 
hard or impossible to make or enforce our reason- 
able demands. 

With (as it was expressed in a letter in the Gazette 
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recently) our medical schools turning out doctors “like 
a Chicago meat factory turns out sausages,” or words 
to that effect, and considering the possibility of a 
number of doctors being practically forced out of 
Great Britain by the National Insurance scheme, emi- 
grating to this part of the world, this matter of keep- 
ing up our numerical strength is of vital importance. 

I am hopeful of very shortly seeing the whole medi- 
cal profession throughout Australia so thoroughly or- 
ganized that, should occasion arise, our profession may 
be able to present a solid “federal front,” so to speak, 
and absolutely nip in the bud any national insurance 
or other scheme that may include unfair or iniquitous 
clauses, or anything that will tend to lower the stand- 
ard of our professional work, or press hard on any 
of our individual members. To be able to do this, we 
must make our ranks strong and keep them strong. 

Loyalty and enthusiasm in old members, and enthu- 
siasm and loyalty in new members, are all that are re- 
quired. 





NEW HOSPITAL AND TRAINING SCHOOL 
AT FREEPORT. 


Dr. J. H. Stealy has purchased the property of 
the National Sanitarium of Freeport, and is con- 
verting in into an up-to-date general hospital. 
The buildings, which are large and commodious, 
are being remodeled and refurnished ; fitted with 
operating rooms, X-Ray rooms, sun parlors and 
other equipment found in any of the modern hos- 
pitals. 

In connection with the hospital Dr. Stealy ex- 
pects to institute a training school for nurses, 
which, like the hospital, will be up to date. The 
course will comprise a three-years’ training, and 
will cover the ground required by the state boards. 
The hospitals will be open to the ethical members 
of the profession. 





Correspondence 


HAS THE AMERICAN MEDICAL ASSO- 
CIATION A LEGAL EXISTENCE? 

To the Editor: In another column is printed 
the text of the recent decision of the Illinois 
Court of Appeals in re. Lydston vs. the American 
Association et al. The association is an Illinois 
corporation and therefore amenable to the laws 
of Illinois. Regardless of the merits of the con- 
tention, it is evident that there is, at the very 
least, serious question as to the legality of all the 
official acts of the association for many years. 
Considering the importance of the A. M. A. to 
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organized medicine in this country, its business 
of nearly a million dollars annually, and the 
vastness of its material properties, every loyal 
member should be anxious to have all legal ques- 
tions in relation to it cleared up as quickly as 
possible. 

The Appellate Court in effect decides that the 
business meetings of the association held outside 
of the State of Illinois are illegal; that the pres- 
ent delegate system and the officers chosen under 
it for more than ten years are illegal; that the 
members of the so-called constituent societies 
who are not also legal members of the A. M. A. 
(but who outnumber the legal members) are not 
entitled to any voice in its concerns, and that 
every legal member of the association is entitled 
to an individual vote, in person or by proxy, for 
its trustees. 

Provided that the Supreme Court sustains the 
Appellate Court, the association must either re- 
organize along the lines indicated or quit. The 
powers that be in the American Medical Associa- 
tion have hitherto refused the demands for re- 
form made by many of its members. They have 
ignored the need for reform and have suppressed, 
as far as possible, al] demands for reform. These 
reforms will now be forced by the strong arm 
of the law. It will be difficult for those respon- 
sible to explain why so strong a fight has been 
made for several years to prevent any legal de- 
cision upon a question as important to the asso- 
ciation as its very legal right to do business. Why 
have not these gentlemen welcomed the first op- 
portunity of settling such a question? Why have 
they fought so stubbornly and spent so much of 
the money of the association for several years 
past merely to prevent these matters from com- 
ing before a competent court? If Lydston has 
been wrong in his contentions about the legality 
of the proceedings, why have they not sought to 
prove him so? Why has there been every effort 
to delay, to quibble, to demur, to prevent a de- 
cision upon such vital issues? Was it sufficient 
answer to say that they had taken the precaution 
to consult competent legal talent, legal scholars 
“who knew more about the law than Lydston”? 
It is now no longer any question of legal opin- 
ions of paid attorneys. A high court has now 
decided that the lawyers were wrong in their 
opinions. Regardless of the final outcome in the 
Supreme Court, before which the coterie at the 
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head of affairs in the A. M. A. will doubtless 
earry the case, the fact remains that a court de- 
cision of immense and far-reaching importance 
has now been rendered after most strenuous at- 
tempts on the part of our leaders to prevent even 
a consideration. 

The proceedings against the A. M. A. doubtless 
will be a catise celébre. The court’s decision af- 
fects all corporations and is proving of great 
interest to the bench and bar. It will be espe- 
cially interesting to the members of all organiza- 
tions which suffer from ring rule. 

It is interesting to note that the substance of 
five of the reform resolutions passed by the Chi- 
cago Medical Society several years ago, and by 
the Illinois State Medical Society at the meeting 
in Danville, has been sustained, either by tacit 
confession on the part of the officials of the asso- 
ciation themselves, or now by a high court. The 
democratization of the American Medical Asso- 
ciation seems to be at hand—forced, in spite of 
the most violent opposition of the coterie and in 
spite of the luke-warmness of the members of the 
association themselves, by the untiring efforts of 
one. man. 

Henry F. Lewis, M. D. 





THE AMERICAN COLLEGE OF SUR- 
GEONS. 


To the Editor: Here it is at last, a full-blown 
attempt by would-be conspicuous members of the 
home profession to engraft upon the democratic 
tree of free American medicine a royal sprout 
of would-be aristocracy from “Ol’ Lon’on Town.” 
They call it the American College of Surgeons. 
That sounds good, but who sired the thing, and 
whither goes it? 

A glance at the roster. of charter members is 
easy. Suffice it to say now that the names of 
many reputable men are there, names no better or 
worse, however, than some thousands more who 
are not. Yet these few have formed a so-called 
college or association of men whose chief func- 
tion shall be to pose as self-appointed critics and 
classifiers of their fellows and reap what benefits 
are hoped for by virtue of this “eminence.” 

And behold, by the word of these wise ones, 
all surgeons straightway fall into two groups: 
(1) Those who pay $25.00 and join, if they can, 
this A. C. S., and (2) all others, non-members, 
who refused to be branded by these irresponsible 
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branders. The A. C. 8S. group is arbitrarily 
subdivided by the organizers into Class A, to 
which only belong the organizers elected by them- 
selves (can you beat it?). This Class A is al- 
ready a closed group, we are informed. 

Look you, oh, doctor, there are, therefore, no 
other A-1, first-class surgeons in the country out- 
side this little group. But “it is to laugh,” as 
we view its names, and then read the long living 
roll of American surgical honor. For all these 
illustrious ones who join now (if they are foolish 
enough), must be content with a brand of B, C, 
or D. Imagine what a figure you will cut, oh, 
fellow of the A. C. S., who have been or shall be 
caught in this snare of alphabetic eminence, as 
second, third or fourth rate surgeons, B, C, or 
D? Your judgment, your devotion, your skill, 
your experience and your training have all been 
appraised for $25.00, by whom? The govern- 
ment or other impartial tribunal of authority or 
learning? Not at all. But by an autogenous, 
and self-perpetuating body of individuals who 
arrogate to themselves the special wisdom, virtue 
and right to place a halo upon their brows, and 
then, reaching down from their heights, brand 
their fellows as they pass with the iron, heated 
hot. How many of our surgeons with self-respect 
will stand for this? 

We can see you in court some day, oh, fellow, 
as witness under the grilling tongue of opposing 
counsel. “Doctor, you are entitled to write sev- 
eral letters after your name, are you not?” 
“Yes.” “You are a fellow, are you not, of the 
Royal Bunk Purveyors (We Are Its.) ?” “Yes.” 
“To what class of surgeons do you belong, doc- 
tor, in the so-called college?” “Class C.” “Oh, 
Class C. Then you are by common consent 
listed as a third-rater. Doctor, do your patients 
(what few you can get to operate upon), know 
that you are only a third-class surgeon? That 
will do, doctor. You are excused.” 

And they do say that after you have obtained 
your brand of B, C, or D, by grace of the inner 
circle, A, that by paying an added $30, more or 
less, you can purchase a long blue cloak (perhaps 
a prophetic color) with a scarlet border. With 


this to cover your surgical sins and a mortar- 
board, also a part of the regalia, capping your 
bald spot, how glorious it will be to meet, once 
a year, at least, with other second, third and 
fourth rate surgeons to glorify Class A? 
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But the great American profession has a tem- 
per all its own, founded upon self-respect, and a 
democratic love of fairness, and a dislike for all 
counterfeits. How well this latest attempt to 
build up an oriental obligarchy for the purpose 
of controlling honors, titles, offices and, incident- 
ally, business, is to be received by this progressive 
profession of the West remains to be seen. There 
is more than an intimation in the air that many 
a man with the label of F. A. C. S. on him will 
be ready eventually to sell it very cheap. 

(Signed) Wm. L. Nosiz. 





APPRECIATES POETRY 
Savanna, Ill., Oct. 11, 1913. 
Arthur M. Corwin, A. M., M. D., 
Chicago, Il. 

Dear Doctor: Please accept this, my token of 
admiration of your truly beautiful poem of trib- 
ute to Dr. Cotton, as found in the October Jour- 
NAL, 

Surely “the hoary head is a crown of glory” on 
our mutual friend, whose association with his 
professional brethren could prompt the utter- 
ances quoted, of which yours bears off the palm. 

Yours truly, 
G. W. Jonnson. 





RED CROSS MISUSED. 


Office of the President-elect, 
Athens, IIl., Oct. 11, 1913. 
Clyde D. Pence, M. D., 
Chicago, Ill. 

My Dear Doctor Pence: Replying to your com- 
munication of October 7 referring to something 
from me for the editorial department of the I1- 
LINoIs MepicaL JourNAL, will say that it seems 
to me that the attention of the profession should 
be called to the apparent inconsistency of the use 
of the Red Cross symbol by the profession. This 
is as you know the insignia of the Red Cross As- 
sociation and their rights are protected by Fed- 
eral law. 

At the Atlantic City meeting of the A. M. A., 
1912, the Red Cross Association called attention 
of the house of delegates to this matter and asked 
that their rights in the matter be not infringed 
on. 

It would seem that our profession should act in 
the near future in the matter of the adoption of 


CORRESPONDENCE 


some distinguishing symbol, simple, easily under- 
stood and recognized, and no longer use the sym- 
bol of a body entirely distinct from our own. 

The columns of Tue Journal should be open 
to discussion of this matter to the end that some 
action could be taken by the house of delegates 
at a meeting in the near future. This change is 
coming and why should Illinois not be the state 
to assume the initiative? 

Should you deem this communication of any 
value to*the readers of THe JouRNAL you are at 
liberty to publish it. 

Sincerely, 
A. L. Barrrm. 





The Clinical Congress of Surgeons of North 
America. 


Fourth Annual Session, Chicago, Nov. 10-15, 1913. 
PROGRAM OF EVENING SESSIONS 
GENERAL SurGICcAL Division 


Presidential Meeting, Monday, November 10, in Or- 
chestra Hall 


Edward Martin, Philadelphia. Address of retiring 


. President. 


Inauguration of President Brewer. 

Brief addresses by Presidents of the National Med- 
ical Societies. 

George Emerson Brewer, New York City: “A New 
Method of Pyloric Closure in Gastro-Enterostomy. 

Harvey Cushing, Boston: “A Report of a Series of 
150 Gasserian Ganglion Operations.” 

Discussion by John B. Murphy, Chicago. 

Tuesday, November 11, in Orchestra Hall. 

Sir W. Arbuthnot Lane, London: Title of paper 
to be announced. 

Herbert J. Paterson, F. R. C. S., London: “The Op- 
eration of Gastro-Jejunostomy and the Principles 
Which Should Determine Its Use.” 

Discussion by Carl Beck, Chicago. 

John B. Deaver, Philadelphia: “Gastric Haemor- 
rhage.” c 

Discussion by A. J. Ochsner, Chicago. 

Wednesday, November 12, in the Gold Room, Con- 
gress Hotel. 

Professor Doctor Kronig, Freiburg, Germany: “The 
Radio-Therapeutic Treatment of Benign and Malig- 
nant Tumors.” 

Discussion by Howard Kelly, Baltimore, and C. J. 
Gauss, Freiburg, Germany. 

Roswell Park, Buffalo: “On the Relation of the 
Ductless Glands to the Work of the Surgeon.” 

Discussion by Dean D. Lewis, Chicago. 

John F. Binnie, Kansas City: “Some Uses of Fat 
in Surgery.” 

Discussion by Jasper Halfpenny, Winnipeg, Mani- 
toba. 
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Cancer Meeting, Thursday, November 13, in Orchestra 
Hail, 

Thomas S. Cullen, Baltimore: (a) Report of the 
Cancer Campaign Committee of the Clinical Congress 
of Surgeons of North America. (b) “The Diagnosis 
of Cancer of the Uterus.” 

Mr. Samuel Hopkins Adams, New York City: “Pub- 
licity Through the Lay Press.” 

Edward Reynolds, Boston: “Publicity and Educa- 
tion Through the American Society for the Control 
of Cancer.” 

Frederick R. Green, Chicago: “Publicity and Edu- 
cation Through the Council on Health and Public In- 
struction of the American Medical Association,” 

Mr. Frederick L. Hoffman, Newark: “The Educa- 
tional Value of Cancer Statistics to Insurance Compa- 
nies, the Public, and the Medical Profession.” 

James Ewing, New York City: “The Relation of the 
Pathological to the Surgical Diagnosis in Cases of 
Cancer.” 

William J. Mayo, Rochester, Minnesota: “Cancer 
of the Stomach and Colon.” 

C. J. Gauss, Freiburg, Germany: “The Radio-Ther- 
apeutic Treatment of Carcinoma.” 

Joseph C. Bloodgood, Baltimore: “A Very Recent 
Investigation of the Outcome of the Cases of Cancer 
Recorded in the Johns Hopkins Hospital and the Sur- 
gical Pathological Laboratory. (Lantern Demonstra- 
tion.) 

Friday, November 14, in the Gold Room, Congress 
Hotel 

Hugh Cabot, Boston: “The Diagnosis of Lesions of 
the Upper Urinary Tract.” 

Discussion by Arthur Dean Bevan, Chicago. 

J. M. T. Finney, Baltimore: “Fourteen Years’ 
Experience with the Operation of Pyloroplasty.” 

Discussion by E. Wyllys Andrews, Chicago. 

Charles H. Mayo, Rochester, Minnesota: “A Sum- 
ming Up of the Goitre Question.” 

Discussion by George W. Crile, Cleveland. 


Division OF SURGICAL SPECIALTIES. 


Tuesday, November 11, in the Louis XVI Room, Ho- 
_tel Sherman, 

Edward Jackson, Denver: “Operations on the Ex- 
traocular Muscles.” 

Discussion by C. H. Beard and George F. Fiske. 

Harold Gifford, Omaha: “Sympathetic Ophthal- 
mia.” 

Discussion by E. V. L. Brown and J. B, Loring. 

Robert H. Elliott, M. D., F. R. C. S., Lt.-Col. I. M. 
S., Superintendent Government Ophthalmic Hospitai, 
Madras, India, will also address the meeting. 


Wednesday, November 12, in the Louis XVI Room, 
Hotel Sherman. 

G. Hudson-Makuen, Philadelphia: “Surgery of the 

Faucial Tonsil as It Relates to the Functions of the 

Tongue and Soft Palate in the Production of the 


Voice” 


310 ILLINOIS MEDICAL JOURNAL 





Nov. 1918 


Discussion by W. E. Casselberry and Elmer Ken- 
yon. 

V. P. Blair, St. Louis: “Peridental Infections; 
Their Relation to Neighboring Organs.” 

Discussion by Arthur D. Black and Herbert A. Potts. 
Friday, November 14, in the Lowis XVI Room, Hotel 
Sherman, 

Fred Whiting, New York City: “The Indications 
for the Radical Mastoid Operation with the Steps 
Essential to Successful Healing.” 

Discussion by Frank Allport and Joseph Beck. 

Philip D. Kerrison, New York City: “The Surgical 
Treatment of Suppurative Labyrinthitis.” 

Discussion by George E. Shambaugh and J. Gordon 
Wilson. 


Surcicat CLINICs, 

Programs of the surgical clinics can be secured 
upon registration. 

Headquarters will open at both the Hotel La Salle 
and the Hotel Sherman, November 8. A fee of $5 
will be required from each surgeon upon registration, 
and a membership card only will secure admission to 
the session and clinics. 





Notice 


The Chicago Gynecological Society will hold a 
special meeting during the week of Congress of 
Surgeons (Nov. 10). 

Professor Doctor Kronig and Professor Doctor 
Gauss will be the guests of the society on Satur- 
day evening, Nov. 15, 1913, at 8:15, in the Flor- 
entine room of the Congress Hotel. 

Dr. Robert L. Dickenson of Brooklyn, N. Y., 
will read a paper on “One-Stitch Perineorrhaphy 
and Two-Stitch Hysterectomy as Examples of 
Efficiency Methods.” 

Dr. Thomas 8. Cullen, Baltimore, will read 
(by invitation) a paper on “The Umbilicus and 
Its Diseases.” 

Dr. Lewis 8. McMurtry, Louisville, Ky., will 
read (by invitation) a paper on “The Founda- 
tion of Modern Gynecology and Abdominal Sur- 
gery.” 

The society will be glad to weleome members 
of the profession both from the city and abroad. 





Dr. Schenck of Vienna, who is said to have staked 
his reputation on his advice in the matter of diet pro- 
curing a son for the Duchess of Roxburghe, is now 
accused by a London wag of faking his prescription 
from Mother Goose: 

“What are little boys made of? 

Rats and snails and puppy dogs’ tails! 
What are little girls made of? 

Sugar and spice and all that’s nice!” 
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Auto Sparks and Kicks 











—Courtesy of American Medicine. 





PRESCRIPTION FOR A BLOWOUT 

Recently while making a short country drive 
with no extra casing, a blowout left one tire wear- 
ing a two-inch hole. Repair was made by folding 
a chamois polishing cloth to four thicknesses and 
laying it loose in casing. Upon return it was 
not convenient to renew tire immediately and the 
improvised patch stood two hundred miles of 
town and country driving before tire was inten- 
tionally deflated and replaced. The soft chamois 
forced into the hole sufficiently to prevent slip- 
ping and would apparently have worn indefi- 
nitely. I believe the same result could be had 
in emergency need by the use of a package of 
gauze or a roll of cotton. So far as I know the 
chamois treatment is original, although others 
may have had the same expedient forced upon 
them. 

W. D. Chapman, M. D., Silvis. 
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RED CROSS SYMBOL 

Physicians who use the symbol of the Red 
Cross on their automobiles, and makers of medi- 
cines who use this symbol have been informed by 
the head of the Red Cross Society in Cincinnati 
that by the use of the symbol they are violating 
a federal law, and are thereby subject to a fine 
of not less than $1 nor more than $500, or a term 


‘of imprisonment not to exceed one year, or both. 


—From The Military Surgeon in McLean County 
Bulletin. 





WATER AS A CARBON REMOVER. 

It has been found that if water is introduced 
into the cylinders of a motor while the motor is 
hot and operating at moderately high speeds, 
the caky carbon deposit is broken up and in a 
number of tests performed on various makes of 
cars the cylinders cleaned entirely of carbon. 
One-half teacupful of water is permitted to be 
sucked through the air valve while the motor is 
hot and operating fast. This operation should 
be followed immediately by an application of 
kerosene, either through the primer or through 
the air intake of the carbureter. This process 
should be necessary about every 1,000 miles. If 
the water is used when the motor is not suffi- 
ciently hot, it would do no good, as it seems to 
be the sudden flashing of drops of water into 
steam that causes the action.—Motor Age. 





LAUGH ON DOCTOR. 


A Chicago physician recently motored to Col- 
umbus, where he spent several days with friends 
on the East Side. While downtown one day, he 
left his touring car standing in front of the 
Chittenden Hotel, and when he came out he saw 
the negro doorman standing back of the ma- 
chine laughing. 

“What’s the giggle?” queried the doctor. 

“Nothing, boss,” answered the genial door- 
man. “But you’re a doctor, aren’t you?” 

“Yes.” 

“T thought so when I saw the red cross on the 
front of your machine, but if I owned that car 
I’d take that sign off the back.” 

The doctor went around to the rear and looked 
at the license tag. It read, “35,000 Ill.”—Colum- 


bus, O., Dispatch. 











Society Proceedings 


ENGLEWOOD BRANCH, CHICAGO MEDI- 
CAL SOCIETY. 
Regular Meeting, Oct. 7, 1913. 

The opening meeting of the year 1913-1914 was 
held on the evening of October 7, 1913, at the Engle- 
wood Hospital. 

The meeting was called to order promptly at nine 
o'clock by the President, Dr. Julius H. Hess, who in 
a few well-chosen words welcomed the members and 
visitors, briefly referred to the’ excellent program for 
the year, and invited the members to attend the next 
Council meeting, Wednesday, October 15, at 9 p. m 
at the Stock Yard Inn, when matters pertaining to the 
good of the society, also arrangements for the next 
annual banquet, would be discussed. 

Dr. C. Hubart Lovewell, the retiring President, was 
presented with a leather bound copy of The News 
Letter for the year of his office. As usual, he re- 
sponded very gracefully. 

The following scientific program was then enjoyed 
by the largest body of attentive and interested doc- 
tors that has ever turned out to an Englewood Branch 
meeting : 

Newer Teachings on Etiology, Diagnosis and 
Treatment of Contagious Diseases. 





D5 Mane ia. «iii. igh ek BS 8s ees Josiah C. Violet 
SD. Senrtet Pevetiysices oe oss cdeon Edward K. Armstrong 
3. Whooping Cough...............- Jesse R. Gerstley 
ie SEE crip s cas otmnnn 6yee+ © Arthur C. Kleutgen 
GE cc) oo.Pocccnceseccecha John W. McGuire 
6. Poliomyelitis ................... John G. Campbell 
7. Quarantine and Disinfection.............-..++ 
kiae Guubentts a> skeet. cd ns é9 Wm. J. M. Cunningham 


The program committee may justly feel proud of 
their judgment in and good work in selecting such 
live subjects and assigning them to most capable men. 

In view of the fact that we expect to have these 
most valuable papers published in the ILt1no1s Mep- 
ICAL JOURNAL, it is unnecessary for me to even attempt 
to report them in their most important points. Suf- 
fice it to say that from the opening of Dr. Violet’s 
paper on “Measles” to the closing of Dr. Cunning- 
ham’s on “Disinfection” there was not one dull mo- 
ment. The very latest research and experimental 
work on these diseases as to etiology, diagnosis and 
treatment was most ably presented. The papers, one 
and all, were up to the minute and were enjoyed by 
an appreciative audience. 

The discussion was opened by Dr. Gottfried Koeh- 
ler, Assistant Commissioner of Health of the City of 
Chicago, who took up the subject as viewed by the 
health officer. He stated that progress along the lines 
of prevention had been slow and was not yielding the 
results so earnestly hoped for and desired by all con- 
cerned. The death rate from scarlet fever and diph- 
theria is on the increase. For the first nine months 
of 1912 there were 417 deaths from scarlet fever in 
the city of Chicago, as compared to 828 for the same 
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period of 1913, an increase of 411 deaths. For diph- 
theria during the same periods there were 590 in 1912 
and 741 in 1913, an increase of 151. The official rec- 
ord for 1912 gives Chicago a scarlet fever death rate 
of 27 per 100,000; diphtheria, 41 per 100,000. This 
rate is surpassed by only a few large cities, princi- 
pally Russian, of which St. Petersburg is one. Lon- 
don shows the lowest rate—scarlet fever, 4, and diph- 
theria, 10, per 100,000. The death rate for decades 
(1891-1900 and 1901-1910) was given. This showed a 
marked decrease for the city of London, 

London’s diphtheria rate for the decade 1901-1910 
was 18 per 100,000 of population; Chicago’s was 29, a 
decrease of 35 per 100,000 for the former and of 58 
for Chicago. The diphtheria rate for Chicago for the 
last three years has been higher than the last decen- 
nial average, near epidemic conditions prevailing. In 
London the rates have continued to decline in the last 
three years. 

London reduced its scarlet fever rate 8 points in the 
last decade (1901-1910) from the average of the preced- 
ing decade, from 19 to 11 per 100,000 of population. 
The Chicago rate remained the same as in the preced- 
ing decade, 18. The London rate fell to 4 in 1911 and 
1912; Chicago’s increased to 21 in 1911 and 27 in 
1912. : 

Thus we see that Chicago’s diphtheria and scarlet fe- 
ver death rates have been much higher than the rates 
of London, and in the last three years show rather 
marked increases over the decennial average. 

Dr. Koehler asks, Why? He answers it in one 
word—Hospitalization. London, he states, has sup- 
lied itself well with hospitals and has cut down its 
contagious death rate most remarkably. Chicago is 
poorly supplied with hospitals, and its death rate is 
going up. If Chicago were supplied on the same 
basis as is London we would have hospital room for 
over 4,000 contagious cases. As it is, Chicago’s hos- 
pital supply is practically nil. 

Continuing, Dr. Koehler said that isolation was 
most important and lamented the sad fact that all 
cases are not reported. He believes that one strong 
reason why more cases are not reported has been the 
rigid rules of quarantine. He spoke of the radical 
changes in the New York Health Department rggula- 
tions, the abandonment of terminal disinfection, etc., 
but made it clear that Chicago did not contemplate 
following in the same lines as New York. Changes, 
he said, must come carefully and slowly, and with this 
in mind the Chicago Health Department is forming 
new rules and regulations. In general, these rules will 
be: To avoid placing undue hardship upon a family 
having a contagious disease, the prime object being 
to quarantine the public out and the patient in, giving 
the other members of the family the greatest freedom 
consistent with the case and the circumstances at 
hand. In cases of scarlet fever, diphtheria, etc., the 
patient to be quarantined in the room and the room 
carded. In cases of whooping cough, to card the pa- 
tient, and then allowing him his liberty thus carded. 
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In brief, the new regulations shall have for their 
object the amelioration of strict and unnecessary quar- 
antine hardship and thereby encouraging tne report- 
ing of cases; everything to be done along the lines of 
latest and definite scientific findings, continued educa- 
tion of the public and ever striving to secure for the 
city of Chicago adequate hospital facilities. 

Dr. Isaac A. Abt then discussed the subject, viewing 
it from the standpoint of the specialist as well as the 
general practitioner. His talk abounded in careful 
judgment and good, sound sense, In measles, he called 
attention to the severe laryngeal croup sometimes seen 


and which is most often believed to be diphtheretic. In. 


many of these cases he stated diphtheria is not pres- 
ent, the condition bring due to ulceration and edema 
of the parts. Milne’s treatment by the use of oil of 
eucalyptus, he said, had not only nothing in its favor, 
but that its extensive use might be followed by serious 
kidney irritation. In scarlet fever, he called attention 
to the return cases—those returning home from the 
hospital amd then supposedly (?) infecting others. 
He believes that often the blame should be placed 
elsewhere, that the scarlet fever carriers—the so- 
called immunes—who have a slight sore throat, but 
nevertheless carry the infection and thus infect those 
susceptible. He- spoke of the various serums, but 
could not say much in their favor up to the present 
and hoped the future would bring forth the ideal 
treatment. Some of the severe cases of last winter 
did fairly well on the antistreptococcus serum, inas- 
much as it seemed to tide them over. He issued a 
warning in the indiscriminate use of diphtheria anti- 
toxine in cases of scarlet. fever, fearirg that it might 
reduce the normal resistance of the individual. In 
whooping cough, practically every drug had been used 
and none were of much value. That with the dis- 
covery of the probable germ, he hoped for a curative 
serum or vaccine. In diphtheria, he strongly advo- 
cated a good dose of antitoxine and that it be given 
early, that later the toxine combines with the tissue 
cells, and antitoxine is no good, the point being to get 
the toxine first. As to health department changes, he 
cautioned against being too radical, that something 
should be done in the way of terminal disinfection. 

Dr. Duncan B. McEachern spoke very entertaining- 
ly on some recent experiments he had witnessed in 
Buffalo, tending to show a close relationship between 
the disease of limber-neck in chickens to poliomyelitis. 

In closing, Dr. Armstrong advocated convalescent 
hospitals and stamped salvarsan as no good in scarlet 
fever. 

Dr. Kleutgen believed that the high diphtheria death 
rate was in part due to the delay in obtaining free 
antitoxine. Physicians should be able to get it with- 
out any trouble or delay. 

The program proved a gfeat drawing card; the 
room was filled to overflowing. The attendance was 
over 100. 


Artuur G. Boster, Secretary. 
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MORGAN COUNTY. 

The society met September 11. In the morning a 
clinical walk was given by Dr. Black at Passavant 
Hospital. Some of the more interesting cases shown 
were: Sarcoma ef the hip and pelvic canal com- 
plicating an eight months’ pregnancy; hysterectomy 
for large single fibroid with coexisting two months’ 
pregnancy ; post hysterectomy for fibroids ; hemoglobin 
at entrance to hospital, 23 per cent on account of 
anemia from hemorrhage; operation made with 
hemoglobin at 27 per cent, patient now convalescing, 
hemoglobin 50 per cent; second fracture in a femur 
recently following a first, with non-union of second, 
an operation being necessary; a breast cancer with 
marked retraction of the nipple; operated on. The 
patient came in immediately following Dr. F. J.” 
Lutz’s cancer lecture at the local Chautauqua in Au- 
gust. 

Luncheon was had at Peacock Inn by a number of 
the members, after which the regular program oc- 
curred at the Medical Library. 

Dr. J. W. Hairgrove presented in an informal way 
some points in surgical diagnosis which will appear 
subsequently as a paper. Dr. Hairgrove’s remarks 
were discussed by Drs. Black, Reid, Ogram, Adams, 
Stacy and Norris. 

The cards carrying the data from the Baby Show 
conducted at the Chautauqua were formally turned 
over to the custody of the society by Dr. Black. 
Members of the society volunteered to act as ex- 
aminers and, aided by trained nurses, examined 56 
babies. The data on each card was as follows: No.; 
age; weight at birth; sleep; height; weight; circum- 
ference of chest, abdomen and head; symmetry; qual- 
ity of skin and fat, and muscles; hand grasp; poise; 
bones of skull, spine, etc.; pupillary distance and 
shape of eyes; shape, size and position of ears; shape 
and size of lips; shape and size of forehead; shape 
and patency of nose; shape and conditions of jaws, 
tonsils, etc.; number, shape, size, condition of teeth; 
disposition ; energy; facial and ocular expression; at- 
tention. Each factor was marked on a scale of nor- 
mals, figured from standard works on pediatrics. 

Dr. Ralph R. Jones of Woodson will present the 
subject of “Pernicious Anemia” at the October meet- 
ing. Those present were: Drs. Adams, Black, Crouch, 
Duncan, Hairgrove, Haskell of Lynville, Norris, 
Ogram, Pitner, Reid, Stacy, Jacksonville; Canatsey of 
Bluffs and Harvey of Griggsville. 

Gerorce Stacy, Secretary. 





RANDOLPH COUNTY. 

The society met at the Warden House of the 
Southern Illinois Penitentiary, Menard, October 14, 
1913. The following members were present: James, 
MacKenzie, Fritze, LeSaulnier, Gault, Church, Hill, 
J. W. Robertson, Yandall J. W. Smith and L. J. 
Smith. The following visiting physicians were pres- 
ent: Bollinger, Steelville, Like of Chester State 
Hospital, McAmis and Layton of St. Louis. 

After an excellent four course dinner in the War- 











314 


den House all repaired to the prison hospital oper- 
ating room, where an excellent surgical clinic was 
held by Dr, McAmis, assisted by Drs. Layton, Hill 
and Fritze. The radical operation for inguinal 
hernia was skillfully and speedily performed. We 
hope to report the outcome of case at our next meet- 
ing. After the clinic a business meeting was held; 
minutes of last meeting read and approved. Be- 
cause of lack of time and of knowledge of mem- 
bers regarding the Fee-Bill, to have been reported 
by committee on same, a motion was made, seconded 
and carried, that the committee be continued and as 
soon as possible mail to each member in the county 
a copy of the Fee Bill prepared by them, that mem- 
bers may give it thought before next meeting in 
January. An application for membership from A. 
B. Beattie of Red Bud was received. He was favor- 
ably reported by membership committee and by 
unanimous vote made a member of society. Because 
of lack of time only one paper was read and dis- 
cussed. It was “Etiology and Diagnosis of Appendi- 
citis,” by Dr. Church. It was discussed by Drs. 
Gault, LeSaulnier, MacKenzie and Church. A vote 
of thanks was given Warden Choiser for the de- 
lightful entertainment of members and also to Drs. 
McAmis and assistants for their surgical clinic. Red 
Bud was chosen for place of next meeting, the sec- 
ond Thursday in January, 1914. Adjourned. 
Louis J. Smiru, Sec’y. 





WINNEBAGO COUNTY. 

The Winnebago County Medical Society met in 
Memorial Hall, Rockford, October 14, 1913, with Dr. 
Emil Lofgren, president, in the chair. Members 
present, 24; visitors, 2. Minutes of previous meeting 
were read and approved. Applications for member- 
ship were received from Drs. O’Donnell and Gerald 
Allaben of Rockford. 

Dr. Nelson Percy, of Augustana and St. Mary’s 
Hospitals, Chicago, was introduced by the president 
and delivered a very interesting and practical talk on 
the “Use of the Lane Plate in Bone Surgery.” The 
doctor based his talk on his personal results in 106 
cases and laid strong emphasis on absolute cleanliness 
in operating. The talk was illustrated by lantern 
slides. 

The society thanked Dr. Percy very heartily for his 
kindness in coming to Rockford and for his very able 
address. General discussion followed. Adjourned. 

C. M. Ranseen, Secretary. 





Personals 





Dr. C. Volini has been appointed by Governor 
Dunne a member of the West Park Commission. 

Dr. C. A. Wilcox, Amboy, is recovering from 
his recent operation in the Dixon Hospital. 

Dr. B. M. Linnell fractured his arm while 
cranking his automobile, October 6. 
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Dr. C. St. Clair Drake has been elected presi- 
dent of the Town and Country Club. 

Dr. E. P. Hatheway, Ottawa, is ill in the hos- 
pital with an infected wound of the arm. 

Dr. Ludwig Simon sailed from San Francisco, 
October 7, on a six months’ trip around the world. 

Dr. B. Barker Beeson, Chicago, has returned 
from a course of study in Hospital St. Louis, 
Paris. 

Hastings H. Hart has resigned as state super- 
intendent of the Illinois Children’s Home and 
Aid Society. 

Dr. J. A. Campbell, recently appointed super- 
intendent of the Watertown Hospital, took charge 
September 14. 

Dr. Benjamin A. Arnold, Freeport, was ac- 
quitted in the Federal Court of sending obscene, 
letters by mail. 

Dr. J. Mather Preiffenberger, Alton, and Dr. 
and Mrs. T. W. Curry, Streator, have returned 
from Europe. 

Dr. H. G. Hardt, formerly superintendent of 
Lincoln State Home and colony, has opened an 
office at 6860 South Halsted street, Chicago. 

Dr. H. N. Bascom, Peoria, chief surgeon of 
the McKinley system, entertained the surgeons of 
the McKinley system at dinner at the Creve 
Coeur Club, October 15. 

Dr. and Mrs. E. Fletcher Ingals and daughter, 
Dr. and Mrs. G. E. Fosberg, Dr. Eugene 8. Tal- 
bot and daughter, Dr. and Mrs. Herman L. Kret- 
schmer, all of Chicago, have returned from 
abroad. 





News Notes 





—Peoria has passed an ordinance for the ex- 
penditure of $20,000 for a municipal tuberculosis 
hospital. 

—The La Salle County supervisors have ap- 
propriated $3,200 for a county sanatorium for 
tuberculosis patients. 

—The Lake County supervisors are expected to 
select a 10-acre tract of land near Waukegan for 
a tuberculosis colony. 

—The Medical Women’s Club held its first 
meeting and dinner of the year at the Chicago 
College Club, October 8. 

—An out-door school for children affected with 
tuberculosis is to be erected on the roof of the 
Parish House of Grace Episcopal Church. 
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—Work has been commenced on a new solar- . 


ium for Dr. P. E. N. Greeley, Waterman. The 
solarium will have twelve sun or outdoor sleep- 
ing rooms. 

—Peoria had a child welfare exhibition in its 
coliseum from October 27 to November 4. Dr. 
Clifford U. Collins was chairman of the executive 
committee. 

—The Chicago Medical Woman’s Club gave 
its annual dinner to the women interns in Chi- 
cago hospitals, October 18. Dr. Frank Billings 
was the guest of honor. 

—The ten-day campaign in Aurora, to raise 
$100,000 for St. Joseph’s Sanatorium, was suc- 
cessful and work on the new buildings will be 
started in the early spring. 

—The City of Chicago has acquired a tract of 
38 acres of land south of the bridewell, which 
may be used for an isolation hospital for which 
funds were voted last year. 

—Dr. Elbert W. Oliver, Peoria, has acquired 
120 acres on the Tazewell County side of the IIli- 
nois river, and announces that he will build a 
sanatorium next spring, to cost $100,000. 

—The new West Side Hospital buiiding at 
Lincoln and Harrison streets was formally opened 
October 17. The building has cost $200,000, 
and has accommodation for 170 patients. 

—Dr. E. H. Ochsner has been appointed a 
member of the state charities committee, succeed- 
ing Dr. Frank Billings. Dr. Anna Dwyer has 
also been appointed a member of the committee. 

—A five-story building, to cost about $100,000, 
is being erected at Washington boulevard and 
North Campbell avenue by the Washington 
Boulevard Hospital Association, which at present 
maintains the Monroe Street Hospital. 

—Trustees of the Municipal Tuberculosis 
Sanatorium have arranged to assist the Elizabeth 
McCormick Memorial fund with $7,000 for this 
season’s work in open-air schools and other relief 
work for children affected with tuberculosis. 

—Silver Cross Hospital, Joliet, has become too 
small for the needs of the city and an addition is 
proposed to cost $55,000. To accomplish this a 
tag day was held in Joliet, October 11. The ad- 
dition to the hospital will double its éapacity. 

—The Journal desires to publish as much 
news relating to physicians in Illinois as our 
space permits. To this end items of interest are 
solicited from members of the society and espe- 
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cially from the secretaries of the county societies. 

—Dr. John G. Message and Dr. George T. 
Leedle, both of 18 South State street, pleaded 
guilty to violations of the postal laws by sending 
prohibited medical information through the 
mails. They were fined $150 each by Federal 
Judge Carpenter. 

—The Cook County Detention Hospital has 
been dismantled to make room for a new psycho- 
pathic hospital with accommodation for more 
than two hundred patients. For the present, pa- 
tients are being cared for in a building acrose 
the street from the old detention hospital. 

—“Dr.” Orlando E. Miller, who will be re- 
membered as a consumption-rupture-drink-dys- 
pepsia-cure fakir who flourished here a few years 
ago, is said to be the leading spirit in a London 
“Abode of Love,” which is the subject of legal 
action involving the Duke of Manchester. 

—Several prominent Chicago women have re- 
ceived blackmailing letters recently which the 
writer said contained pathogenic bacteria which 
would inevitably cause a fatal sickness in the 
recipients unless they left a large amount of 
money as directed in which case the writer of 
the letter would send an antidote. 

—At the annual meeting of the Illinois Asso- 
ciation for the Prevention of Tuberculosis, held 
in Rockford, October 13, the following officers 
were elected: President, Dr. Geo. T. Palmer, 
Springfield; vice-presidents, Dr. Tully O. Har- 
desty, Jacksonville, and Mrs. J. J. Robins, Chi- 
cago; secretary, James Minnick, and treasurer, 
David R. Forgan, Chicago. 

—The La Salle County Anti-Tuberculosis 
League was organized at Ottawa, September 14. 
The following officers were elected: President, 
William Bedford, La Salle; vice-presidents, Drs. 
E. W. Weis, Ottawa; William Schoenneshofer, 
Lostant ; Roy Sexton, Streator; E. P. Cook, Men- 
dota; A. J. Weirick, Marseilles; Benjamin J. 
Nauman, Peru, and Fred Guthrie, La Salle. 

—The cornerstone of the Sanatorium for Ad- 
vanced Cases of Tuberculosis, which has a 10-acre 
tract at Fiftieth and Belmont avenues, was laid 
October 19 under the auspices of the Jewish Con- 
sumptives’ Relief Society, which is endeavoring 
to raise $50,000 for the new work. It is intended 
to make the institution one of the best in Amer- 
ica. It will take care of patients that are re- 
fused by other institutions. 








—The alumni of the Illinois Charitable Eye 
and Ear Infirmary, which since .its establishment 
in 1858 has graduated less than seventy-five per- 
sons, have formed an association with the object 
of holding an gnnual meeting in the effort to 
differentiate them from many who make claim to 
be alumni of the infirmary, after having made 
only clinical visitations. An emblem has been se- 
lected, to be presented to each alumnus who com- 
pletes his services in the institution. 

—The mayor of Evanston, aided and abetted 
by the council, reorganized the public service of 
that city by appointing a director of public safety 
with authority and supervision over the police, 
fire and health departments, thus reducing both 
the honor and emoluments of heads of these 
departments. The Evanston branch of the Chi- 
cago Medical Society thereupon declined to nom- 
inate a commissioner of health at the mayor’s 
request. The mayor then appointed Dr. C. T. 
Roome to the position. 

—We have received bulletins or printed no- 
tices of meetings of the following societies: The 
Chicago Medical Society and Englewood and 
North Shore branches, Dewitt, Montgomery and 
Rock Island County Societies. As the announced 
programs are often necessarily changed or cur- 
tailed, the announcements do not answer the pur- 
pose of a report of the meetings for publication 
and we rarely publish the announcements for that 
reason, though always glad to note the enterprise 
of the societies that publish such bulletins. 

—A fine of $250, was imposed upon Dr. W. 
Hubert Miller for violation of the postal laws 
prohibiting the mailing of obscene matter. He 
was charged with having mailed a letter to a 
supposed patient offering his services in the prac- 
tice of “race suicide.” In passing sentence on 
Dr. Miller, Judge. Carpenter said: 

“In passing punishment I have in mind simply 
the violation of the postal laws. The crime which 
Dr. Miller offered to commit is a violation of 
state laws, and if the state wishes to prosecute, it 
now has notice of the action taken here.” 

—The Illinois Conference of Charities held its 
annual meeting in Rockford, and elected the fol- 
lowing physicians as officers and committeemen ; 
first vice-president, Dr. George T. Palmer, 


Springfield ; committee of service, Drs. George T. 
Palmer, Springfield, and John Bartlett, Gales- 
burg; eugenics, Drs. William L. Healy, Anna 
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Dwyer and Charles P. Caldwell, Chicago; W. H. 
C. Smith, Godfrey, and Edith B. Lowry, Chi- 
cago; medical social work, Drs. Adam Szwajkart, 
Chicago, and A. J. Brislen, Chicago; committee 
on exhibits and publicity, Dr. H. A. Pattison, 
Rockford. 





Public Health 





—The interest in radium as a curative or pal- 
liative agent in the treatment of certain cancers 
and other diseases is assuming the proportions 
of a furore in Germany if published accounts are 
to be relied on. It is said that numerous towns 
and cities are raising large amounts of money by 
entertainments and subscriptions to purchase the 
element in the form of thorium which is produced 
as a by-product in the manufacture of gas man- 
tles. The Radium Institute of London has de- 
voted an increased amount of its $400,000 worth 
of radium to the energizing of solutions which 
retain their radio-activity long enough to treat 
patients in England, who cannot make the trip 
to the Institute. 

—In our comment last month on the new Mis- 
souri housing law a reference was made to cities 
that construct model homes for workmen. Cleve- 
land is the last city to propose such construction 
on a large scale. It is said that under the liberal 
provisions of the new charter Cleveland will plan 
a model suburb on 93 acres of land owned by the 
city and sell 500 homes to workmen at two-thirds 
the price asked by private contractors. 

—It is pleasing to note that the cause of im- 
proved medical education has been advanced by 
the merging of all the proprietary schools in Cin- 
cinnati into the College of Medicine of the Uni- 
versity of Cincinnati. Dr. Christian R. Holmes 
has accepted the deanship of the college. A splen- 
did new general hospital of the pavilion type, to 
cost $4,000,000, is now under construction on the 
most modern lines. With the completion of this 
hospital the college will have an equipment sec- 
ond to none. 

—A new departure will be tried out in Johns 
Hopkins Medical School as the result of a be- 
quest of $1,500,000 from the General Education 
Board founded by John D. Rockefeller. The fund 
will be used to make the teachers of the “four 
branches” independent of practice to eke out a 
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living. They can still see and treat patients, 
but will not receive fees personally. 

‘—The movement for positive eugenics has ad- 
vanced greatly since our editorial in April, 1912, 
called attention to the stand taken by Dean Sum- 
ner of this city. Three states, Wisconsin, Oregon 
and Pennsylvania, have passed laws requiring 
physicians’ certificates of fitness of the candidates 
before marriage license can be issued. Wisconsin 
provides for “the application of the recognized 
clinical and laboratory tests of scientific re- 
search,” and further provides for severe penalties 
for infraction of the law. 

Tue OvTitooK, commenting on these laws, 
divides the population into three classes, the mor- 
ally and intellectually best, who do not need such 
laws; those morally and intellectually the worst, 
who will not heed them, and the great majority, 
not very good or very bad, who will be vastly 
aided by them. It is on this class that the future 
of the race depends. 

Luther Burbank, the California plant wizard, 
has been converted to eugenics and sums up his 
views as follows: “Molding men toward a better 
species—that is the greatest promise my forty 
years of experimenting hold out. For the ways of 
plants are ways of men.” 

Homer B. Terrell, of the U. S. Treasury De- 
partment, Washington, formerly of Chicago, was 
the first to apply to the U. S. Public Health Serv- 
ice for a health certificate preparatory to marry- 
ing. It is said that Surgeon-General Blue per- 
sonally examined him and gave him a “clean bill 
of health.” 

—The disposal of the city wastes including 
garbage, has been a redhot topic of discussion in 
the Chicago papers and in at least two wards the 
past month. The garbage reduction plant on the 
south branch of the river, which had been in use 
several years ceased operations October 1, as the 
city and the company could not agree on terms 
to sell the plant or to continue its use under pri- 
vate ownership. The council has appointed a 
commission to study the situation and report on 
all the phases of the problem at a future date. 
The council meetings have resembled the cele- 
brated “Donnybrook Fairs” when discussing this 
question, with the mayor and the aldermen lam- 
basting each other with charges and counter 
charges of bad faith and delay, and Alderman 
Merriam impartially reviling everyone in sight. 


HEALTH sit 


Meantime the situation is up to Dr. Young and 
Col. Allen who have installed a plant on the north 
shore channel where the garbage can be treated 
with chemicals (said to be the sulphuric acid 
method of Dr. J. M. Hirsch) and then placed in 
clay holes. 

The city has begun condemnation proceedings 
against the old plant though Dr. Young says 
it is a “gold brick.” 

THe Cuicaco TRIBUNE suggests that the city 
utilize the bridewell on the west fork of the river 
where it owns land and could have the prisoners 
make brick, build the necessary plant and carry 
on the process of reduction of garbage with profit 
to the city. 





Marriage 





CarLos Montezuma, M.D., to Miss Maria 
Keller, both of Chicago, September 20. 

Epwarp Lyman CorNELL, M.D., to Miss Ma- 
belle Jane Cass, both of Chicago, September 16. 

Sypney WaLKer, Jr., M.D., to Miss Isabelle 
Clarke Irwin, both of Chicago, September 16. 

Russet, V. THomas, M.D., Manteno, IIL, to 
Miss Cora Lambird of Newton, IIl., September 
10. 

ArtTHuR CHRISTIAN Siinpe, M.D., to Miss 
Regina Alicia Murphy, both of Chicago, Octo- 
ber 8. 

Evin Oris Brown, M.D., Kellerville, Ill., to 
Miss Lena Felters, at Griggsville, Ill., Septem- 
ber 19. 

JAN JAROSLAV CEPELKA, M.D. to Miss Frances 
Pacak both of Chicago, at Crown Point, Ind., 
September 18. 

Detmer R. Dury M.D., Belleville, Ill., to Miss 
Elsie Hamilton Huston of Troy, Mo., at St. 
Louis, October 1. 

Watrter A. Dew, M.D., Belleville, Ill., to Miss 
Mary Wise of Granite City, Ill., at Edwardsville, 
Ill., September 18. 

LAWRENCE Jacoss QuiLuin, M.D., Streator, 
TIll., to Miss Ethel Shrimplin of Mount Ayr, 
Iowa, at Warsaw, Ind., September 15. 





Deaths 





CuarLes Weep SuHeparp, M.D., University of 
Michigan, Ann Arbor; died at his home in La 
Rose, Ill., October 1, from heart disease, aged 66. 








Harten W. Carrer, M.D., Medical College of 
Indiana, Indianapolis, 1880; formerly of Moline, 
Ill.; died in Indianapolis, Ind., September 6, 
from cerebral hemorrhage. 

Henry Harrison Stoan, M.D., Chicago Medi- 
cal College, 1869; for thirty-two years a practi- 
tioner of Chicago; a veteran of the Civil War; 
died at his home in Rogers Park, October 9, 
aged 77. 

Huon Lee Courrricut, M.D., St. Louis Col- 
, lege of Physicians and Surgeons, 1909; formerly 
of Kellerville, Ill.; died at the home of his 
mother in Des Moines, Iowa, September 15, from 
tuberculosis, aged 28. 

Lorin Hatt, M.D., Bellevue Hospital Medical 
College, 1880; formerly a member of the faculty 
of the University of Michigan, and for ten years 
a practitioner of Chicago; died at his home in 
Wilmette, Ill., October 9, aged 59. 

JAMES FRANKLIN Eppinerton, M.D., Louisville 
(Ky.) Medical College, 1878; a member of the 
Illinois State Medical Society and local surgeon 
at Enfield for the Louisville & Nashville Rail- 
road ; died at his home, September 1, from heart 
disease. 

Cartes Etwyn Foae, M.D., Rush Medical 
College, 1879; a fellow of the American Medical 
Association ; died at his home in McConnell, IIl., 
September 18, from the effects of morphin self- 
administered, it is believed with suicidal intent, 
aged 60. 

JosEPH Neety Hopkins, M.D., College of 
Physicians, Keokuk, Iowa, 1885; a Fellow of the 
American Medical Association; for many years a 


practitioner of Burnt Prairie, Ill.; died at the 
home of his sister in Princeton, Ind., October 7, 


from neuritis, aged 67. 

JoHN ARCHIBAED McoDonetu, M.D., Univer- 
sity of Buffalo, New York, 1875; a member of the 
Illinois State Medical Society; professor of sur- 
gery in Bennett College of Eclectic Medicine and 
Surgery, Chicago; died at his home in that city, 
September 19, aged 66. 

Hiram S. Prummer, M.D., College of Medi- 
cine and Surgery, Cincinnati, 1860; [Illinois 


Army Board, 1862; assistant surgeon of the 
110th Illinois Infantry, U. 8S. V., and later sur- 
geon of the 152d Illinois Infantry, U. 8. V., dur- 
ing the Civil War; since that time a practitioner 
in Mount Vernon, Ill., and once mayor of that 
city; died at his home, August 28, aged 82. 
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MepicaL MeN AND THE Law. A modern treatise on 
the legal rights, duties and liabilities of physicians. 
By Hugh Emmett Culbertson of the Ohio and 
New York bars, contributing editor to the Laning, 
Ohio, “Encyclopedia Digest” ; “Notes on the Ameri- 
can Decisions and Reports,” and many other legal 
publications. Lea & Febiger, Philadelphia and New 
York, 1913. Price, $3.00 net. 

If one will look over the medico-legal literature 
of the day he will soon be convinced that physicians 
are much too frequently mixed up with the law. 
Malpractice suits are much more frequent now than 
in former years. One reason for this increasing 
number of malpractice suits is the fact that physi- 
cians do not know what is required of them by the 
law. 

The laws, generally speaking, are not particularly 
severe or exacting on the physician, and with a fair 
degree of knowledge of the law relating to doctors, 
the intelligent doctor would always be in a good 
position to defend himself against malpractice suits. 

The book “Medical Men and the Law” was written 
for the purpose of giving the doctor the information 
he needs in order to protect himself from malprac- 
tice suits. The book is written in a plain, interest- 
ing, readable style, with all technical terms omitted, 
and any physician with just a few hours’ time may, 
by reading it, acquire much information concerning the 
things which most frequently are the cause of mal- 
practice suits. 

Every physician who is practicing medicine should 
read this book. 


Manvuat or Orotocy. By Gorham Bacon, A. B., 
M. D., professor of otology in the College of 
Physicians and Surgeons, Columbia University, New 
York; aural surgeon, New York Eye and Ear 
Infirmary; consulting otologist, Roosevelt Hospital, 
Presbyterian Hospital, Hospital for Ruptured and 
Crippled and Minturn Hospital, New York. Sixth 
edition, revised and enlarged, with 164 illustrations 
and 12 plates. Lea & Febiger, New York and Phila- 
delphia. 1913. 


Fresh from the press of Lea & Febiger comes the 
sixth edition of this “Manual of Otology.” The 
mechanical make-up of the book is excellent—good 
paper, clear print of readable size. The majority o 
the illustrations and diagrams are fine. . 

The text covers the field of otology in a com- 
mendatory manner; brief at times but clear and up 
to date. The medical treatment of many aural con- 
ditions is well presented, and the surgical procedures 
are made clear in many instances by good cuts and 
color plates. 

We think it an excellent work for the busy man 
and the student will find it more convenient than 
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some of the large volumes, with equally as much in- 
formation. We recommend it to the profession. 


GeneraL Mepicine. Practical Medicine Series, 1913. 

Vol. VI. Billings and Salisbury. 

This volume seems to be a good review of the 
year’s work in medicine, and will be appreciated by 
the general practitioner. The specialist in other lines 
will be interested in the review thus offered because 
he can keep abreast of the new in medicine without 
extensive reading. This volume may be had singly 
or with the other volumes of the series. 


A CiinicaL Manuat or MentAL Diseases. By Fran- 
cis X. Dercum, M. D., Ph. D., professor of nerv- 
ous and mental diseases, Jefferson Medical Col- 
lege, Philadelphia. Octavo of 425 pages. W. B. 
Saunders Company, Philadelphia and London, 1913. 
Cloth, $3 net. 

A textbook of mental diseases most useful to the 
student perhaps, but especially valuable to the prac- 
titioner of general medicine. While perhaps most 
mental cases eventually become patients of the spe- 
cialist, they all come first to the general practi- 
tioner, and he should be able to diagnose their con- 
dition early. Some of these mental cases could be 
relieved much more promptly if diagnosed early. 

The book is written in a plain, readable style. 
The subjects are presented in as concise form as is 
practicable. The author does not indulge in long- 
drawn-out theories. The field is well covered— 
some subjects perhaps briefly. We recommend this 
volume to the student or to the general practitioner. 


Osstetrics. A manual for students and practitioners. 
By W. P. Manton, M. D., professor of obstetrics 
and clinical gynecology, Detroit College of Medi- 
cine, Detroit, Mich. Second edition, revised and 
enlarged; including selected list of state board 
examination questions. 12mo., 292 pages, with 97 
engravings. Cloth, $1 net. Lea & Febiger, publish- 
ers, Philadelphia and New York. 1913. 


A handy little pocket volume, 292 pages, full of 
facts. Especially convenient to the student who wishes 
to refresh his memory. The questions appended to 
each chapter are particularly useful to those prepar- 
ing for examinations. 

The practitioner will often find it useful when lack 
of time forbids an extensive reading of a subject. 


Sexuat Impotence. A practical treatise on the causes, 
symtoms and treatment of sexual impotence and 
other sexual disorders in men and women. By 
William J. Robinson, M. D., chief of the depart- 
ment of genito-urinary diseases and dermatology, 
Bronx Hospital and Dispensary; editor The Ameri- 
can Journal of Urology, Venereal and Sexual Dis- 
eases, etc. 1913. Critic and Guide Company, 12 
Mt. Morris Park West, New York. $3. 

Perhaps no subject pertaining to human ills has 
been so neglected by medical teachers or medical text- 
books as the subject discussed in this volume. While 
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legitimate medical literature was indiscreetly silent on 
sex teachings, the quack literature was teeming with 
misinformation, which, as the author intimates, did 
more real harm than did sexual ignorance or sex 
abuse. 

The doctor will find this work instructive. It deals 
with the many causes of impotence and sterility and 
their treatment. It is rather profuse with case his- 
tories, shows frequently the results of false teach- 
ings. Withal it is a useful little volume and we 
recommend its reading. 

From the government printing office at Washing- 
ton comes the Hygienic Laboratory Bulletin No. 87. 
Digest of comments on the pharmacopeia of the 
United States of America (eighth decennial revision) 
and the National Formulary (third edition) for the 
calendar year ending December 31, 1911. By Murray 
Galt Motter and Martin I. Wilbert. 

We have received a bound volume of the Bulletin 
of the State Board of Health of Kentucky. This vol- 
ume is the biennial report of the state board of health, 
1910-1911. It devotes thirty-seven of its pages to 
hookworm. Those interested in this disease should 
secure a copy of the report, as it is a thorough 
treatise on this condition and written by those having 
experience. 


A TREATISE ON THE Diseases oF Women. For stu- 
dents and practitioners. By Palmer Findley, B. S., 
M. D., professor of gynecology, College of Medi- 
cine, State University of Nebraska; gynecologist 
to the Clarkson Memorial Hospital and Douglas 
County Hospital; fellow of the American Gyneco- 
logical Society; fellow of the American Association 
of Obstetricians and Gynecologists; fellow of the 
Chicago Gynecological Society. Octavo, 954 pages, 
illustrated with 632 engravings in the text and 38 
plates in colors and monochrome. Cloth, $6 net. 
Lea & Febiger, Philadelphia and New York. 1913. 
Another new work on “The Diseases of Women,” 

by Palmer Findley, B. S., M. D., is from the press 
of Lea & Febiger. The work is somewhat larger 
than most works on the subject and is to be com- 
mended for several features. The volume is pro- 
fusely illustrated. Many of the illustrations are ex- 
cellent. There are in all 632 engravings and 38 
plates, mostly color plates. These serve an admirable 
purpose in the chapters on examinations. There are 
three chapters on examination of patients, which can 
be read with profit by anyone practicing general 
medicine, gynecology or obstetrics. 

Another feature to be commended is the discus- 
sion of various methods of treatment, aside from the 
surgical. For this the medical men should be grate- 
ful. Many patients must, of necessity, be treated 


otherwise than surgically, even though they may 
have surgical conditions, and this book tells us how 
to treat them, when possible, without the aid of 
surgery. Gynecologists have been prone to teach 
gynecologic surgery, but have taught much less gyne- 
cologic therapeutics. 





-The chapter on ectopic pregnancy is espetially full 
and complete—a condition too frequently diagnosed 
incorrectly. The author writes quite fully on the 
pathology of the various diseases or conditions, and. 
of course, is generous in writing of gynecologic 
surgery. 

The print is plain and the mechanical construction 
of the volume is good. The reader will not be dis- 
appointed in the work. 


Movern OrutHatmotocy. A practical treatise on the 
anatomy, physiology and diseases of the eye. By 
James Moores Bali, M. D., LL. D., dean and pro- 
fessor of ophthalmology, the American Medical Col- 
lege of St. Louis (medical department of National 
University of Arts and Sciences). Third edition, 
revised and enlarged, with 445 illustrations in the 
text and numerous figures on 24 colored plates. 
F. A. Davis Company, Philadelphia, 1913. Price 
$7.50 net. 

The third edition of modern ophthalmology is an 
extensive work of 911 pages, presenting 445 illus- 
trations and 24 full-page color plates. In addition 
to a careful revision of the earlier editions it has an 
entirely new chapter on the legal relations of oph- 
thalmology and one new chapter each on elementary 
optics and normal ocular refraction. 

The work includes chapters on embryology, anat- 
omy and physiology, all of which subjects are treated 
fully and are splendidly illustrated. 

The reader will not fail to note the large number 
of illustrations throughout the book, nor the very 
extra character of them. 

The chapter on examinations covers 73 pages and 
seems to leave no portion undescribed. Again do 
the illustrations become an invaluable part of the 
chapter. Many instruments are described, illustrated 
and the method of their use clearly depicted. 

Diseases of the eye with appropriate treatment, 
either medical or surgical, of course, fills the major 
portion of the book. 

The author has the faculty of making one easily 
understand the subject matter and has produced a 
volume of equal value to student, practitioner and 
specialist. 

The book is an extensive addition to medical litera- 
ture and we recommend it to the profession. The 
author is to be congratulated on the production of 
such a work and also we must mention the good 
appearance and the excellent mechanical construction 
of the volume, which speak for the carefulness of the 
publisher. 


Tue Diseases or Cumpren. By Henry Enos Tuley, 
M. D., late professor of obstetrics, University of 
Louisville, medical department; visiting physician, 
Masonic Widows’ and Orphans’ Home, Louisville, 
Ky.; secretary of the Mississippi Valley Medical 
Association; ex-secretary and ex-chairman of the 
section on diseases of children, American Medical 
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ings and three colored plates. Second revised 

edition. C. V. Mosby Company, St. Louis, 1913. 

Price, $5.50. 

From the publishing house of C. V. Mosby Com- 
pany comes the second edition of “The Diseases of 
Children,” by Tuley. 

This book is a textbook written for students’ use 
and for the aid of the general practitioner. It con- 
tains 684 pages with 106 engravings and three color 
plates. Special mention may be made of “Plate 1,” 
showing the buccal exanthem in measles (Koplik’s 
spots). 

The work is extensive as regards the number of 
subjects. The practitioner might sometimes wish for 
a more exhaustive treatise, but the student especially 
will find this work valuable. 

The subject of infant feeding gets a generous dis- 
cussion of 64 pages. Especial attention is given to 
a chapter on production, care and certification of 
milk. Another excellent feature of the book is that 
it shows how to examine and treat the baby as well 
as what to do. This will be appreciated by the 
younger practitioner. 


Tue Principtes AND Practice oF GYNECOLOGY FOR 
Stupents AND Practitioners. By E. C. Dudley, 
A. M., M. D., ex-president of the American Gyne- 
cological Society; professor of gynecology, North- 
western University Medical School; gynecologist to 
St. Luke’s Hospital, Chicago; ex-president of the 
Chicago Gynecological Society; one of the founders 
of Congres Periodique International de Gynecologie 
et D’Obstetrique; fellow of the Royal Society of 
Medicine, England; surgeon in the Medical Reserve 
Corps, United States army. Sixth revised edition, 
with 439 illustrations and 24 full-page plates in 
colors and monochrome. Lea & Febiger, Phila- 
delphia and New York. 1913. 


Lea & Febiger have recently issued the sixth re- 
vised edition of this work. The necessity of the 
sixth edition proves the value of the book. Thé work 
contains nearly 800 pages, has 439 illustrations and 
24 full-page color plates. These illustrations are prac- 
tically all good and fulfill their purpose very well. 

The introduction is from the author’s presidential 
address delivered at the annual meeting of the Ameri- 
can Gynecological Society, 1905, and is a plea for 
specialism in gynecology or for special gynecologic 
surgeons. One might think the specialty were not 
on a firm standing. Operative procedures are de- 
scribed in the author’s brief, clear way and are so 
illustrated that the reader may not fail to understand 
them readily. 

The book covers a large field and one is likely 
te fail in his search for a gynecologic subject not 
discussed. The medical treatment is not so complete 
as one might wish and other therapeutic measures 
are not given much space. It is essentially a sur- 
gical gynecology, but an excellent one, and the reader 
who is operating in the abdomen or vagina should 
possess a copy. 














